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PREFACE
Over the past two to three decades, our understanding of  poverty has broadened from a narrow focus on 
income and consumption to a multidimensional notion of  education, health, social and political 
participation, personal security and freedom, and environmental quality.  Thus, it encompasses not just 
low income, but lack of  access to services, resources and skills; vulnerability; insecurity; and 
voicelessness and powerlessness. Multidimensional poverty is a determinant of  health risks, health 
seeking behaviour, health care access and health outcomes.  
As analysis of  health outcomes becomes more refined, it is increasingly apparent that the impressive 
gains in health experienced over recent decades are unevenly distributed.  Aggregate indicators, 
whether at the global, regional or national level, often mask striking variations in health outcomes 
between men and women, rich and poor, both across and within countries.
An estimated 70% of  the world's poor are women.  Similarly, in the Western Pacific Region, poverty 
often wears a woman's face. Indicators of  human poverty, including health indicators, often reflect 
severe gender-based disparities. In this way, gender inequality is a significant determinant of  health 
outcomes in the Region, with women and girls often at a severe societal disadvantage.
Although poverty and gender significantly influence health and socioeconomic development, health 
professionals are not always adequately prepared to address such issues in their work. This 
publication aims to improve the awareness, knowledge and skills of  health professionals in the 
Region on poverty and gender concerns.
The set of  modules that comprise this Sourcebook are intended for use in pre-service and in-service 
training of  health professionals. This publication is also expected to be of  use to health policy-
makers and programme managers as a reference document, or in conjunction with in-service 
training.
All modules in the series are linked, but each one can be used on a stand-alone basis if  required. 
There are two foundational modules that respectively set out the conceptual framework for the 
analysis of  poverty and gender issues in health. Each of  the other modules is intended for use in 
conjunction with these two foundational modules. The Sourcebook also contains a module on 
curricular integration to support health professional educational institutions in integrating poverty 
and gender concerns into existing curricula.
All modules in the Sourcebook are designed for use through participatory learning methods that 
involve the learner taking advantage of  his or her experience and knowledge. Each module contains 
facilitators' notes and suggested exercises to assist in this process.
It is hoped that the Sourcebook will prove useful in bringing greater attention to poverty and gender 
concerns in the design, implementation and monitoring and evaluation of  health policies, 
programmes and interventions.
1
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We live in an ageing world. In 2002, 629 million persons—or one in every 10—was 
60 or older. This age group will comprise 2 billion 
people by 2050, or one in every five persons, 
surpassing the population of  children 14 years old 
or younger for the first time in history.  Further, 4 
% of  the world's population will be 80 or older in 
2050. This change in the age structure of  the 
world's population is considered one of  the biggest 
challenges of  the 21st century, bringing with it new 
social, economic, political and scientific challenges. 
While ageing is a biological process, a number of  
factors influence how people experience ageing. 
Even for those with access to adequate resources 
and social support during their younger years, old 
age brings physical decline, decreased capacity for 
earning, and change from a dominant role and 
status within the household and community to a 
relatively peripheral and dependent one. 
Impoverishment in old age is a common experience 
for those who were not employed in the formal 
sector of  the economy or lack social security 
coverage. For those denied access to resources and 
opportunities throughout their life, due to poverty 
or gender or both, ageing compounds their 
manifold disadvantages. Given a rapidly ageing 
world population, poverty and deprivation in old 
age need to be addressed urgently. 
This module is designed to improve the awareness, 
knowledge and skills of  health professionals on 
3
poverty and gender concerns in the field of  ageing. 
It is divided into six sections:
! Section 1 provides an understanding of  
concepts related to ageing and of  ageing as a 
social and development issue.
! Section 2 examines WHAT the links are 
between poverty, gender and ageing.
! Section 3 discusses WHY it is important 
for health professionals to address poverty 
and gender issues in ageing from effi-
ciency, equity and human rights perspec-
tives.
! Section 4 discusses HOW health profes-
sionals and the health care system can 
address poverty and gender concerns in 
ageing. It covers the major health problems 
and conditions affecting older women and 
men, and their determinants; the accessibil-
ity, affordability and quality of  health care 
services available to older women and men, 
especially those living in poverty in less-
developed countries; and how to make 
health services accessible and sensitive to the 
needs of  older people, with a special focus 
on low-income and other socially 
marginalized groups, and how to address 
differential needs by gender within these 
groups.
! Section 5 provides notes for facilitators.
! Section 6 is a collection of  tools, resources 
and references to support health profession-
als in their work in this field.
Introduction
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1. What is ageing?
Concepts of  ageing: chronological, 
physiological and sociocultural
O
Demographic transition and the ageing 
of  the world population
lder people are defined, per the United 
Nations standard, as women and men 60 
years old and over. The oldest segment of  this 
group are people 80 and over. However, defining 
older age in terms of  years and months captures 
only the chronological dimension of  ageing.
Chronological age is significant, particularly where 
it is tied to employment and income. For women 
and men, chronological age brings challenges 
related to the right to employment and livelihood, 
social security, and other forms of  social protec-
tion. In settings where these rights are not guaran-
teed, impoverishment might result.
The "ageing" of  a population is an increase in the 
proportion of  people age 60 and over. From an 
individual's physiological perspective, however, 
ageing can be understood as a process of  biologi-
cal decline—a pathological process of  decreasing 
functional ability and strength. The focus is on 
physiological changes and organic functioning of  
the individual. Physiological ageing varies widely in 
onset and speed across social groups, depending 
on factors—apart from the physiological—such as 
gender, living and working conditions, diet, 
lifestyle, and access to resources.
The sociocultural perspective on ageing focuses on 
the socially constructed meaning and significance 
given to age, or to perceived changes in the biology 
and physiology of  the body as it goes through the 
ageing process. Markers of  ageing vary by gender 
and across cultures. In almost all societies, women 
are considered to be “older” at younger chronolog-
ical ages than are men. Societies with a short life 
expectancy might define persons as “older” at an 
age that other societies would define them as 
“young”. The marriage of  a son or daughter, the 
birth of  grandchildren, the onset of  menopause 
and retirement from employment are examples of  
markers of  old age in different societies.
Demographic transition refers to changes in 
4
population patterns from high-fertility and high-
mortality to low-fertility and low-mortality. This 
concept divides population changes into four 
main stages.
The first is the pre-transition stage when fertility 
and mortality are high. Economic growth and 
development—accompanied by improvements in 
nutrition, sanitation and access to health care 
facilities—triggers a transition characterized by 
declining mortality and rising life expectancy. In 
this second stage, mortality is low but fertility 
continues to be high. This is because fertility 
patterns are culturally deep-rooted. Another 
possible reason is that people's awareness of  the 
decline in mortality at the societal level has not yet 
filtered through to households and individuals of  
reproductive ages. This stage of  the transition 
often generates unprecedented population 
growth. In the third stage, the social and economic 
developments that brought about the decline in 
mortality also create conditions conducive to 
lowering fertility. Households begin to recognize 
the significant decline in infant mortality, reducing 
the demand for children. Fertility rates decline 
gradually, however. In the fourth stage, the 
demographic transition is complete with fertility 
and mortality in a low-level equilibrium.  Table 1 
summarizes the factors affecting birth and death 
rates during the four stages of  demographic 
transition.
Each stage of  declining fertility corresponds to a 
specific stage in population ageing. In the first 
stage, when mortality and fertility are high, people 
die at young ages. This results in a “young” 
population, with the proportion of  the population 
in younger age groups higher than in older age 
groups. In the second stage, the proportion of  the 
younger population increases. In the third stage, 
when birth rates and mortality rates continue to 
fall, the proportion of  people of  working age and 
above increases, including an increase in older age 
groups. In the fourth stage, the proportion of  the 
ageing population begins to rise and the working 
age population decreases.
Demographic transition occurs at different rates 
in different parts of  the world, a process shaped by 
the social, economic and political situation. In 
5
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industrialized countries, it occurred more than a 
century ago. In contrast, the process has been 
highly compressed—and therefore rapid—in less-
developed countries, where advances in medical 
technology and availability of  modern methods of  
contraception have aided the transition. 
Consequently, less-developed countries have had 
much less time to prepare for the issues that come 
with an ageing population. Further, these countries 
generally lack the improved standards of  living 
that accompanied the demographic transition and 
ageing process in industrialized countries.
Population pyramid
The changing age structure and resultant ageing of  
the population during demographic transition can 
be demonstrated with population pyramids, which 
give the proportion of  different age groups in the 
population by sex. The x-axis shows the popula-
tion in millions, while the y-axis shows different 
age ranges. The higher up the y-axis, the older the 
population. The left half  of  the pyramid shows the 
age distribution of  the male population; the right 
half  the female distribution. 
Table 1: Factors affecting birth and death rates during demographic transition
Stage 1: Pre-
industrialisation: stable 
population growth
High birth rates
No or little family 
planning.
Parents have many 
children because few 
survive.
Many children are needed 
to work the land.
Children are a sign of  
virility.
Some religious beliefs 
and cultural traditions 
encourage large 
families.
High death rates
Diseases (e.g., bubonic 
plague, cholera, 
kwashiorkor).
Famine, uncertain food 
supply and poor diet.
Poor hygiene, no piped 
clean water or sewage 
disposal.
Stage 2: Rapid 
population growth
High birth rates
Same as during stage 1.
Falling death rates
Improved medical care, e.g., 
vaccinations, hospitals, 
providers, new drugs and 
scientific inventions.
Improved sanitation and water 
supply.
Improved food production 
(quality and quantity).
Improved transport to move 
food and health providers.
Decrease in child mortality.
Stage 3: Continued 
and decreasing population 
growth
Falling birth rates
Family planning used; 
contraceptives, abortion, 
sterilization and other family 
planning interventions available.
Lower infant mortality rates 
mean less pressure to have 
children.
Increased mechanization and 
industrialization means lower 
demand for labour.
Increased desire for material 
possessions and less desire for 
large families.
Emancipation of  women.
Low death rates
Same as during stage 2.
Stage 4: Stable 
low population 
growth
Low birth rates
Low death rates
Source: Biz/ed Virtual Developing Country website, Models of  demographic transition.
What is ageing?
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Figures 1 and 2 depict the population pyramids of  
developed and developing countries of  the world 
in 1990 and 2030.  Figure 1 shows the bulging 
working age populations in industrialized 
countries and the large proportion of  young 
people in less-developed countries. Figure 2 
shows that by 2030, the proportion of  working 
age populations and older people in less-
developed countries will increase sharply, while 
the proportion of  children and young people will 
remain stable.
Distribution across regions of the world
In 2002, almost four fifths of  the world's ageing 
population lived in Asia (54%) and Europe (24%). 
By 2050, Europe, North America and the Pacific 
islands will have reduced their share of  the world's 
ageing population, while Africa, Asia, Latin 
America and the Caribbean will have increased 
their respective shares.
As low mortality and low fertility are determined 
by social, economic and technological develop-
ment, the proportion of  the aged in the popula-
tions of  different regions of  the world will vary. 
More developed regions, where the demographic 
transition is farther advanced, have a higher 
proportion of  the aged in their population 
compared to less developed regions (Figures 3 and 
7
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Demographic and socioeconomic 
characteristics of  the older population 
4). By 2050, the proportion of  ageing populations 
in less developed regions will have increased by an 
estimated two to three times.
The older population is also growing faster in less 
developed regions. Most countries in the more 
developed regions underwent a slow process of  
population ageing. In contrast, the ageing process 
in most of  the less developed regions is taking 
place in a much shorter period of  time, and 
affecting relatively larger populations. In 1950-
1955, the average annual growth rate of  persons 
60 years old or over was practically the same in the 
more and less developed regions (near 1.8%). 
From that time on, however, the rates have 
diverged, with the more developed regions 
declining and the less developed regions increas-
ing.
Currently, the average annual growth rate of  the 
population of  persons 60 years old or over in less 
developed regions (2.5%) is almost three times 
that in the more developed regions (0.9%). In the 
second quarter of  this century, the growth rate of  
people over 60 is expected to decline in both more 
and less developed regions (Figure 5). Still, at 
2.0%, the growth rate in the less developed regions 
in 2045-2050 is projected to be 10 times that in the 
more developed regions (0.2%). In the least 
developed countries, the growth rate of  the older 
population is projected to continue increasing at 
least until the end of  the coming half-century. In 
2045-2050, the population 60 years or older in this 
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Figure 1: World population by age and sex, 1990
Developing countries                 Developed countries
Source: HelpAge International, 2002.
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Figure 2: World population by age and sex, 2030
Developing countries                 Developed countries
Source: HelpAge International, 2002.
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group of  countries is projected to be growing 3.7% 
annually.
The world's older population will be concentrated 
increasingly in the less developed regions. 
Although the percentages of  older persons are 
significantly greater in the more developed regions, 
the number of  older people is increasingly larger in 
the less developed regions. Over the past half  
century, the number of  people aged 60 or older 
increased globally by an average of  8 million 
persons every year. Of  this increase, 66% occurred 
in the less developed regions and 34% in the more 
developed regions. As a result, the proportion of  
the world's population over 60 living in the less 
developed regions rose from 54% in 1950 to 62% 
in 2000.
Rural/urban distribution
The proportion of  aged people in rural and urban 
areas also differs. A majority of  the world's older 
persons (51%) lived in urban areas in 2002, and this 
is expected to reach 62% by 2050. In the developed 
regions, 74% of  older people lived in urban areas, 
while in the less developed regions 63% of  older 
people lived in rural areas.
The distribution of  the elderly population by age 
and life span, sex and socioeconomic characteris-
9
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tics also varies significantly across regions of  the 
world and within each region. The key factors are 
the environment and the social and economic 
structure within which older people live.
Age distribution and life span of the older 
population
While the proportion of  older people in the 
population is increasing in all regions of  the world, 
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1600
1200
800
400
0
40
35
30
25
20
15
10
5
0
1950 1975 2000 2025 2050
1950 1975 2000 2025 2050
Pe
rc
en
ta
ge
M
ill
io
ns
World      More developed regions      Less developed regions
Source: United Nations, 2002a.
World      More developed regions      Less developed regions
Source: United Nations, 2002a.
Figure 3: Population 60 years old or over
(world and regions, 1950-2050)
Figure 4: Proportion of  population 60 years old 
or over (world and regions, 1950-2050)
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Figure 5: Average annual growth rate of
population 60 years old or over 
(world and regions, 1950-2050)
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the distribution of  this population between the 60-
79 years and 80 years and over (oldest old) age 
groups varies considerably. In 2002, the oldest old 
constituted 12% of  the global population aged 60 
years or older. North America had the largest 
proportion of  oldest old people (20%), while 
Africa has the smallest (8%).  The proportion of  
oldest old is forecast to increase more quickly in 
the coming years to constitute one-fifth of  the 
older population by 2050.
Sex ratio
Differences between women and men in life 
expectancy at birth, as well as in life expectancy at 
60 years and over, are shrinking the sex ratio 
(number of  men per 100 women) with increasing 
age. The “feminization of  ageing” is the result of  
sharp reductions in maternal mortality as fertility 
rates decline, ensuring the survival of  a larger 
proportion of  women to middle age. 
Simultaneously, a higher proportion of  middle-
aged cohorts also survive to the old and oldest old 
age groups. The combined effect is a marked 
preponderance of  women in older age groups, with 
almost two women per man among the oldest old.
The ratio of  men to women aged 60 and over is 
somewhat lower in the industrialized countries 
than in less-developed countries (Table 2). In 
2002, the sex ratio at 60 years and older for the 
world was 81 men per 100 women, and this 
dwindled to 53 at 80 years and older. The lowest 
11,12
13
male-to-female ratio at 60 years and 80 years was 
in Europe: 68 men and 41 men, respectively, per 
100 women. The highest sex ratio was in Asia, with 
88 men for 100 women at 60 years and 61 men for 
100 women at 80 years.
Globally, 78% of  older men are married, as 
compared to 44% of  older women (Table 2). In 
every region of  the world, more men aged 60 and 
above are married than women of  the same age 
group. Longer life expectancies for women, 
combined with the norm that men marry younger 
women, contribute to the higher probability of  
women outliving their husbands and spending 
their old age as widows.
Literacy among the older population is nearly 
universal in the more developed regions of  the 
world. In a small number of  developed countries, 
however, illiteracy among the elderly is high. In 
Portugal and Malta, for example, almost one 
quarter of  the population aged 70 years and over 
was illiterate in 2000.  In less-developed countries, 
the literacy rate of  the current cohort of  older 
people is not very high. Figure 6 presents data for 
five developing regions, by sex, for 1980 and 1995. 
Half  of  the men above 60 years old were illiterate 
in 1995 in the Arab states, sub-Saharan Africa and 
South Asia.
14
15
16
Marital status
Education
*Region     Sex ratio (men/100 women) Proportion currently married Labour force participation
Population aged Population aged Men Women Men Women
   60 and above   80 and above
Africa 83 69 86 40 66 33
Asia 88 61 76 45 48 19
Europe 68 41 79 42 16  7
Latin America 
& Caribbean 81 65 76 43 47 12
North 
America 76 50 76 45 23 13
Oceania 85 55 74 49 22  8
World 81 53 78 44 40 15
*  Latest available year
Source: United Nations, 2002a.
Table 2: Sex ratio, marital status and labour force participation of  population aged 60 years 
and above, 2002
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Figure 6 shows a large gender gap in literacy in the 
population aged 60 years and above. Barely 10% 
of  women aged 60 and above in the Arab states, 
sub-Saharan Africa and South Asia were literate in 
1995. In these regions, men made greater gains in 
literacy than did women during 1980-1995.
Wide differences can also be seen in the work 
participation rate of  the older population, 
especially between developed and developing 
regions. In countries with a high per capita income, 
a smaller proportion of  people aged 60 years and 
above participated in the formal workforce in 
2002, as compared to those from low-income 
countries. Among regions, Africa has the highest 
proportion of  economically active population 
aged 60 years and over, whereas Europe has the 
lowest. The other regions fall between these two 
extremes, with low older work force participation 
in Oceania and Northern America (Table 2).  This 
difference might be due to better availability of  old 
age support systems, such as pension and retire-
ment benefits, in developed regions. Older people 
in less developed regions often are compelled to 
work longer to support themselves.
17
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Work participation
The world of  work is essentially oblivious to the 
status of  the ageing population. Working condi-
tions might be an important factor influencing 
lower work participation of  the elderly: work 
content, demands and environment are generally 
organized on the assumption that the average 
worker is a young, healthy person. This rigidity of  
the work environment is highest in physically 
demanding occupations.
Formal workforce participation shows a large 
gender gap in older age groups, with two to three 
times more working men than women. The gap is 
most pronounced in Asia and Latin American and 
the Caribbean. Since many women might never 
have been part of  the formal work force, they will 
not be eligible for social security, insurance and 
other benefits that accrue to retired workers.
The United Nations Population Division esti-
mates that the labour force participation of  people 
65 years old declined by more than 40% worldwide 
between 1950 and 2000. However, the reduction 
has been smaller for women (from 14 % to 10%) 
than for men (from 55% to 30%). Consequently, 
the female share of  the older workforce has been 
increasing.  Most of  these women are likely to be 
19,20
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Figure 6: Estimated literacy rates, by sex, for populations aged 60 and over in five developing regions 
(1980 and 1995)
Source: HelpAge International, 2002.
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working in the informal sector of  the economy 
with low wages and no benefits, especially in less-
developed countries where older women have very 
low literacy rates.
The increase in the proportion of  the population 
in older age groups implies the existence of  a large 
group of  people that is not economically self-
sufficient. The “old age dependency ratio” 
measures the transfer of  resources that might be 
necessary from the productive age group (between 
the ages of  15 and 59 or 64) to the older, non-
productive population. The old age dependency 
ratio is the ratio of  the number of  persons aged 65 
(or 60) years or older to the number of  persons 
aged 15-64 (or 59) years.
The “potential support ratio” (PSR) is the inverse 
of  the dependency ratio. It is an indicator of  the 
social support system requirements for the aged, 
especially in regions where older people are 
dependent on their families for support when they 
are no longer able to work. The PSR has been 
falling, and will continue to fall. The global PSR, 
which was 12 working persons for each person 
aged 65 years and above in 1950, fell to nine by 
2002. By 2050, the PSR will decline further to an 
estimated four working persons for each person 
aged 65 and above.
Other demographic changes compound the 
increasing burden on the working population. As 
the role of  agriculture declines and economies 
become more export-oriented, older people are no 
longer able to work as long as they are physically 
able. The structure of  families also shifts from 
extended to nuclear families. With old age life 
expectancy increasing, families have to care for 
their elderly for several decades. This becomes 
difficult to sustain, especially in a nuclear-family 
setting. High costs of  housing and limited space 
make caring for one or more additional members 
difficult, especially if  some are invalids. Family care 
also becomes more difficult with the increasing 
participation of  women in the formal work force. 
Further, urbanization brings about rural-to-urban 
migration of  the young, leaving large proportions 
Social and economic consequences of  
population ageing
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of  the older population fending for themselves in 
rural areas. For these reasons, the state faces 
increasing demands to provide social security, 
health and welfare benefits for the older popula-
tion. In practical terms, this implies substantial 
additional public expenditure, as well as realloca-
tion of  investment and resources. The fiscal 
sustainability of  higher government spending on 
social security, welfare and health for an ageing 
population is a major challenge facing almost all 
countries.
Shifts in disease patterns that accompany popula-
tion ageing will increase government health care 
expenditures (Section 4). Old age brings with it 
more cardiovascular diseases, cancer, pulmonary 
and other chronic diseases, and disabilities—all of  
which require investment in long-term care and 
more spending on in-patient care for prolonged 
periods.
Even where only a small proportion of  the 
population receives pensions after retirement, the 
combined effect of  the growing number of  older 
people and the increasing number of  years they 
receive pensions (due to longer lifespans) imposes 
a major burden on governments. The burden 
increases as the proportion of  the working-age 
population shrinks, while that of  the older 
population expands (as is the case in the fourth 
stage of  the demographic transition). This is due 
to the simultaneous steady decline in the propor-
tion of  potential contributors to the pension fund 
and the steady growth in the proportion of  
beneficiaries.
Population ageing creates other long-lasting 
economic effects. A rise in the proportion of  older 
persons could shrink national savings ratios for 
two reasons: one, because of  the heavier financial 
burden on working-age populations, which would 
limit their ability to save; and two, because older 
people are usually consumers rather than savers. 
Such a contraction in savings could push up 
interest rates, reducing investments and, in turn, 
slowing economic growth.
Population ageing could also hurt financial 
markets, especially in countries where pension 
funds are major players in the stock market. As the 
24,25
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proportion of  older people steadily increases, 
these funds will have to gradually liquidate their 
assets, probably putting downward pressure on 
share prices.
Simultaneously, a decline in fertility rates would 
indicate a reduction in the number of  working age 
people. This contraction of  the labour market, 
unless offset by immigrant labour (or increased 
productivity, perhaps due to factors such as the 
introduction of  technology), could push up wages 
and inflation, once again slowing economic 
growth.
Clearly, in the absence of  policy interventions, 
population ageing might lead to a major economic 
and social crisis in many less-developed countries. 
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However, there is still time to act. Many less-
developed countries are in the third phase of  
demographic transition, meaning birth rates and 
mortality rates are declining and the working-age 
population is increasing. This can be seen as a 
period of  demographic “bonus”, since old age 
dependency ratios will decline. If  countries can 
adequately exploit this increase in the working 
population by investing in health and education, and 
building human capital, they can ensure adequate 
economic development to meet the needs of  the 
ageing population that will follow this bonus. This 
needs to be done before the window of  opportunity 
offered by the demographic bonus closes. The role 
of  well-considered policy interventions by the 
government to address the challenges posed by 
population ageing cannot be overemphasized.
What is ageing?
2. What are the links between 
poverty, gender and ageing?
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Ageing and poverty
Older people worldwide face the threat of  poverty. Reduced capacity to generate 
income and the growing risk of  illness increase the 
vulnerability of  the elderly to poverty, regardless 
of  their original economic status, in developing 
and industrialized countries.
In many less-developed countries, poverty in old 
age is the culmination of  a lifetime of  deprivation 
and impoverishment. Unlike countries in the 
developed regions of  the world, where population 
ageing occurred alongside improvements in living 
standards, the ageing populations in many less-
developed countries have large proportions of  
poor people.
About a third of  the world's population (1.3 
billion people) lives on incomes of  less than $1 a 
day, according to the Human Development 
Report (1997). Asia and the Pacific Region 
together have the largest number of  people living 
in income poverty—more than 950 million. Sub-
Saharan Africa and other least-developed coun-
tries are poverty stricken; an estimated half  of  the 
people in sub-Saharan Africa were living in 
income poverty in 2000. In Latin America and the 
Caribbean, income poverty affects 110 million 
people and continues to grow. Income poverty has 
increased in Eastern Europe and the countries of  
the Commonwealth of  Independent States (CIS), 
where about a third of  its population lives below a 
poverty line of  $4 a day.
Only a small percentage of  older persons in less-
developed countries was employed in the formal 
sector of  the economy, and thus receives retire-
ment pensions, social security and other benefits. 
For people in low-income groups, who usually 
work in the informal sector of  the economy, old 
age compounds and intensifies their poverty. Due 
to low levels of  education and training, many 
people from low-income groups depend on their 
ability to perform manual and often arduous labour 
to earn a living and to support themselves. As their 
ability to perform such work deteriorates, finding 
employment becomes increasingly difficult, which 
can force them to take up any work available, at 
wages that will not meet even their basic needs.
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With or without work, older people become 
dependent on their families for care, support and 
often even basic needs, such as food, clothing and 
shelter. However, younger generations are often 
unable to provide adequately for older relatives 
due to endemic poverty. Under conditions of  
chronic and endemic poverty, many older people 
live with their families in abject material and 
emotional  neglect .  Studies show that  
intergenerational support of  the old by the 
younger generation might depend on older 
people's ability to contribute to the resource-base 
of  the young—through investment in education, 
employment or through assets handed down. A 
study from Cambodia found that older people 
who were unable to increase their land holding 
after the 1979 division handed down uneconomic 
plots to their children, who in turn could not 
support themselves, their children and their 
elderly parents.
Ageing not only compounds the problems of  
poverty in low-income groups, but also might 
push non-poor groups into poverty. Modest and 
fixed retirement pensions might be insufficient to 
keep up with the rising costs of  living, spiralling 
costs of  health care and the need to hire paid care, 
among other needs of  old age.
Poverty in old age also might be a consequence of  
social processes accompanying demographic 
transition, and the integration of  countries into 
the global market. Couples have fewer children, 
and the cost of  raising children has increased due 
to investments in education and skills develop-
ment, and in finding scarce jobs. The education 
and training of  the younger generation is often 
financed by liquidating or borrowing against the 
savings and assets of  their parents. However, few 
jobs can be found in rural areas, resulting in large-
scale rural-to-urban migration by younger people 
in search of  a living. Older people are left behind, 
with no means of  supporting themselves except 
through the earnings of  their children or younger 
relatives. When the younger generation is unable 
to make regular and adequate financial transfers to 
support their parents or older relatives, the latter 
are gradually pushed into poverty. In one commu-
nity in Cambodia, the majority of  older people 
(60%) who depended on remittances from their 
32,33
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children for survival reported receiving some 
remittances. However, none received an amount 
sufficient to meet their needs. In the same commu-
nity, 28% of  older people cared for their grandchil-
dren, whose parents lived in urban areas.
Older people with no adult children—because 
they never had any, or because they lost their 
children to war or disease—are more vulnerable to 
chronic poverty. With the HIV/AIDS pandemic, 
many older people have lost their only means of  
support and are having to earn a living to support 
themselves as well as their orphaned grandchil-
dren. Armed conflicts and wars have also killed a 
large proportion of  the young in many areas of  the 
world.
Disasters and calamities, such as famines, floods 
and wars, as well as the large-scale displacement 
that often accompanies infrastructure develop-
ment projects (e.g., construction of  dams and 
highways) can result in old-age poverty. Displaced 
from their habitat, their potential livelihood and 
their social support network, older people can be 
reduced to destitution and even begging.
A study of  support networks for vulnerable older 
populations in Karagwe, Tanzania found that local 
women's organizations and burial societies were 
the main source of  day-to-day support and 
support in times of  crisis for older people. 
However, more than half  of  vulnerable old people 
reported not having any local organization to turn 
to in times of  need.
Poverty means more than lack of  income and 
inability to purchase what is necessary for material 
well-being. It limits access to support systems, such 
as paid caregivers or household helpers, which 
could make a major difference to the quality of  life 
of  an older person. Poverty also affects older 
people's ability to stay healthy and to seek appro-
priate care when ill.
Poverty can mean the denial of  the most basic 
opportunities and choices required for a decent 
standard of  living: freedom, dignity, self-esteem 
and the respect of  others. Participatory research 
carried out among older people on the issue of  
poverty confirms this view. Physical inabilities, 
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isolation, powerlessness and low self-esteem are 
all factors associated with old-age poverty. Studies 
in Africa, the Caribbean and Asia Pacific regions 
indicate that, for older people in all these regions, 
poverty is associated with the inability to fulfil 
social and economic roles and responsibilities.  
Changes in traditional household and community 
structures brought about by urbanization and 
globalization have eroded the role of  older people 
from central figures into dependent and 
marginalized members of  their households and 
communities.
While many factors can create or intensify old-age 
poverty, few programmes or interventions aim to 
alleviate this situation. Older people are usually 
systematically excluded from development and 
poverty-reduction programmes because they are 
considered “unproductive.” Banks and other 
credit institutions have an upper age limit for 
receiving loans, which prevents older people from 
initiating income-earning activities to support 
themselves, to maintain their social security, and, 
more importantly, to pay for health care. Box 1 
provides an example from Peru where older 
people were enabled to start up small businesses. 
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Box 1: A credit to perseverance
In Lima, a local nongovernmental organization, Pro 
Vida Perú, has established a revolving credit scheme, 
with backing from CARE Perú, to give older people 
loans to start small businesses. These include making 
clothes and tools, running market stalls and shops, 
and providing hairdressing and other services. The 
scheme was piloted with women members of  the 
Third Age Club, who chose three of  their members 
to serve as a credit committee, approve loans, 
manage the accounts and report to members. The 
borrower must agree to repay the loan punctually, 
and to use it for production, commercial activities or 
service provision. Despite some initial difficul-
ties—some women used loans to pay family 
expenses rather than investing in income-earning 
activities—many of  the women have established 
viable businesses. The credit scheme also has 
improved women's confidence and sense of  security 
and responsibility, overcoming barriers created by 
poor education, economic dependency and ill-
health.
Source: HelpAge International, 1999.
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Older people participating in studies carried out 
by HelpAge International in Bangladesh, 
Cambodia, Ghana, the Lao People's Democratic 
Republic and South Africa expressed a desire to 
start income-generating programmes. However, 
they were almost universally denied credit.
The “invisibility” of  older people in development 
research and policy, and the reinforcement of  the 
“negative paradigm” that old age implies depend-
ence and uselessness, are perhaps the greatest 
hurdles to preventing and reducing old-age 
poverty.
Ageing is a gendered experience. While women 
and men share some problems of  ageing, such as 
physical frailty, diminishing incomes and greater 
dependency on others, others vary significantly by 
gender.
The social construction of  gender disadvantages 
women relative to men in a number of  ways. In 
almost all societies, women have less access to 
material and non-material resources than men. 
Women generally have a lower level of  education 
and training. Social customs and inheritance laws 
discriminate against women in many societies, 
often preventing them from owning land and 
other productive assets, even their homes. They 
also have less access to political and social influ-
ence and power.
A gender-based division of  labour prevails in most 
societies, with men typically socialized to be 
breadwinners for their households. Women are 
usually responsible for household work, childcare 
and care of  the sick and elderly, even when they 
carry out a range of  productive activities to 
support their families. Women spend large 
amounts of  time in non-market activities that are 
often not remunerated or even acknowledged. 
When they do engage in remunerated work, it is 
usually in the informal sector with low wages and 
benefits, and insecure terms of  work.
In many traditional societies, gender norms 
prescribe that women should live under the care 
and control of  the male head of  household, 
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without the right to make decisions affecting their 
lives and well-being. Therefore, they remain 
unexposed to the outside world, lacking a social 
network beyond their extended families as well as 
the skills to deal with public service institutions.
These gendered inequalities over a lifetime lead to 
multiple disadvantages for women in later life.
Women are disproportionately represented in the 
older population, and most of  the world's ageing 
women live in the developing regions of  the 
world. Further, older women are twice as likely as 
men to be widowed.
Deprivation earlier in the life cycle, in terms of  
education and paid employment, means that older 
women are less likely than men to be literate, to 
participate in the formal labour force, or to receive 
retirement pensions or benefits, such as health 
insurance. Even when they do receive a retirement 
pension, this is likely to be lower than that of  men 
because of  the lower average wages earned by 
women when employed. Thus, many older women 
lack the means to meet their needs. Widowhood 
might bring additional disadvantages, such as loss 
of  housing and other assets, as the property of  the 
deceased husband passes to the male next of  kin. 
In some societies, the stigma attached to widow-
hood also leads to social exclusion and 
marginalization.
Studies have not found any significant differences 
between elderly men and women with respect to 
their co-residence, financial and other support 
from their children or siblings and frequency of  
contact with their children. For example, a study 
of  women and men over 50 years old in Matlab, 
Bangladesh found the only difference between 
women and men was that women had little contact 
with the larger community.  However, gender-
based disadvantages might manifest themselves in 
other ways, especially for women living alone and 
without living children. Having never dealt with 
the public sphere, older women living alone may 
be unable to negotiate access to health care and 
welfare services without the help of  others. They 
might not even know where to seek help, espe-
cially if  they have lived within the confines of  their 
households all their lives. Besides, older women 
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are often expected to continue their role as 
caregivers and to perform domestic work in return 
for co-residency with, and economic and social 
support from, their children or relatives. Older 
men are not burdened with such expectations.
Recent social changes have also affected older 
women more than older men. In many African 
societies, and increasingly in other regions, the 
death of  parents and some children due to AIDS 
has left grandmothers to manage families. As such, 
grandmothers have had to become the wage 
earners or food producers.  Amidst growing 
urbanization and the migration of  the younger 
generation, older women act as caregivers for 
young children and other elderly people in the 
household. In many such situations, they are 
forced to provide for the livelihood of  their poor 
families.
Older women are also disproportionately repre-
sented, compared to older men, among refugees 
and internally displaced people. Gender norms 
and old age combine to disadvantage older women 
in accessing emergency relief.  In addition, such 
women also might be burdened with the long-term 
responsibility of  caring for abandoned or 
orphaned grandchildren.
Being female clearly is a risk factor for poverty in 
old age, regardless of  a person's earlier economic 
status. A World Bank-funded participatory poverty 
assessment in Ghana found that, for women, the 
combination of  age, widowhood and lack of  adult 
children was frequently associated with vulnerabil-
ity to chronic poverty.  However, poverty also 
affects older women more because women are 
disproportionately represented among the poor. 
Women in poor communities are doubly disadvan-
taged, because they are disempowered and 
burdened by the stresses of  their productive roles, 
the birth and care of  children, and other house-
hold and community responsibilities. Their lack of  
access to land, credit and better jobs handicaps the 
ability of  women from poor communities to fend 
off  poverty for themselves and their families—or 
to rise out of  it.
Thus, more women than men grow old in chronic 
poverty, and depend for all their needs on house-
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holds that also might be struggling for survival. 
Gender norms that idealize self-sacrifice might 
mean that older women have the least access to 
food and other household resources, including 
health care and leisure. This can reinforce and 
worsen their already compromised state of  health, 
leading to disability and, perhaps, destitution.
Older men might experience different problems. 
Having identified themselves exclusively as 
breadwinners, they might feel useless. When 
widowed, older men might be less able to live by 
themselves and take care of  their households, 
because they never learned to do so.
The unprecedented decline in mortality rates 
thduring the 20  century has undoubtedly been a 
boon for humankind. Each cohort of  the world's 
population enjoys a longer life span than the one 
before it (barring the exceptional reversal created 
by the HIV/AIDS pandemic). However, these 
gains in longevity bring with them some costs. As 
people age, they become more vulnerable to 
health problems, especially chronic and degenera-
tive health conditions that can severely compro-
mise their quality of  life. In 2001, people aged 60 
and above bore a quarter of  the burden of  the 
world's disease, as measured in disability-adjusted 
life years (DALY).  Although women's life 
expectancy is greater than that of  men, older 
women bear a higher burden of  disease than do 
older men (Table 3).
Many older people suffer from multiple health 
conditions simultaneously. Conditions that tend 
to coexist include cerebro-vascular disease 
combined with hip fracture, diabetes or osteopo-
rosis, and vision impairment and vision disease. 
The compounding effects of  these can lead to 
disability, which grows exponentially with an 
increase in chronic conditions.
Exposed to a lifetime of  multiple health risks, 
poor people worldwide age prematurely. They 
enter their fifties and sixties in chronic ill health. 
For many, physical health is their only asset. As 
they grow old and frail, the deterioration of  their 
Health concerns and issues related to 
ageing
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health seriously compromises their livelihood and 
ability to support themselves. This is especially 
true for women, who have lived through decades 
of  hard work, poor nutrition, pregnancies, and 
childbearing and rearing.
This section discusses health concerns and issues 
related to ageing from a gender and poverty 
perspective. The first part examines the evidence 
on gender differences in some of  the major causes 
of  mortality and morbidity in older people, and 
how poverty and socioeconomic position might 
impact these. It also discusses the impact of  the 
HIV/AIDS pandemic on the roles, responsibili-
ties and well-being of  older people, especially 
poor people and women. The second part 
examines health service issues for older people, 
their special needs from the health care system, 
and their ability to access and utilize health 
services.
Variations in patterns and outcomes of major 
health conditions of old age
Many causes of  morbidity and mortality in later 
life originate in the living conditions, experiences 
and lifestyle in younger ages. Gender-based 
differences in roles and responsibilities, norms 
and behaviour expose women and men differen-
tially to risk factors throughout their lives. Gender 
patterns also influence women's and men's health 
seeking behaviour and utilization of  health 
services. Older women experience the cumulative 
effect of  reproductive health problems they might 
have faced during their lives, because of  their 
biological role in childbearing and the lack of  
control over their fertility and sexuality resulting 
from gender inequalities. These manifest them-
selves in differences between older men and 
women in the patterns and impact of  their health 
conditions.
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Causes            World (DALYs)       High-income countries      Low and middle-income 
countries
       Men        Women               Men       Women                  Men           Women
                     ('000)         ('000)                  (%)  (%)              (%)   (%)
Infectious and parasitic diseases 9015 7605 1.2 1.2 6.2 4.8
Tuberculosis 4119 2111 0.2 0.1 3.0 1.4
Malignant neoplasms 28712 23279 25.7 18.7 14.1 10.5
Trachea, bronchus and lung cancer 7032 2921 7.0 3.1 3.3 1.1
Stomach cancer 3784 2450 1.9 1.1 2.2 1.3
Colon and rectum cancer 2543 2470 3.3 2.7 0.9 0.9
Liver cancer 2587 1397 1.5 0.7 0.7 0.7
Prostate cancer 2395 3.0 0.9
Breast cancer 3175 3.0 1.3
Cancer of  cervix, uterus or ovary 3290 2.0 1.7
Neuro-psychiatric disorders 9674 16342 10.1 17.0 4.4 6.4
Unipolar depression 1478 3022 1.0 1.7 0.8 1.6
Alzheimer’s and dementias 5273 10162 6.0 12.3 2.2 3.5
Sense organ diseases 12638 17821 5.2 5.8 7.8 10.3
Visual (glaucoma, cataract, others) 7865 12325 1.4 1.9 5.4 7.6
Hearing disorders 4764 5488 3.8 3.9 2.5 2.6
Cardiovascular diseases 62970 70758 30.6 29.2 37.7 39.3
Stroke 23333 27398 9.0 9.9 14.6 15.6
Musculoskeletal disorders 3507 6241 3.0 5.8 1.8 2.6
Injuries 7347 5784 3.1 2.4 4.5 3.2
Unintentional 5415 4621 2.3 2.0 3.3 2.5
Intentional 1932 1163 0.8 0.4 1.2 0.7 
All causes 173,899 190128 100 100 100 100
Table 3: Disability-adjusted life years lost by sex, selected reported causes, for population aged 60 
and above, 2001
Source: Adapted from Mathers, Lopez and Murray 2006.
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This module considers differences by sex 
and—where data are available—by level of  
development/poverty of  some major causes of  
morbidity and mortality in older people. These 
include:
! major preventable causes of  morbidity and 
mortality, such as heart disease, stroke, 
cancer and communicable diseases;
! mental health conditions; and
! major chronic disabling conditions, such as 
musculoskeletal disorders, impairment of  
sensory organs and incontinence.
Major preventable causes of morbidity and 
mortality
The major causes of  morbidity and mortality 
among older persons are heart disease, stroke and 
cancer. In less-developed countries, communica-
ble diseases are another major cause. For these 
conditions, good health in earlier life and early 
detection could reduce levels of  morbidity and 
mortality considerably.
Cardiovascular diseases
Often thought of  as a “men's disease,” cardiovas-
cular disease (CVD)—mainly heart disease and 
stroke—remains the most common single cause 
of  DALYs lost in old age in both sexes in most 
countries. They accounted for about 30% of  all 
DALYs lost by both sexes in high-income coun-
tries in 2001(Table 3). In low- and middle-income 
countries, CVDs accounted for 38% of  DALYs 
lost by men and 39% of  DALYs lost by women. A 
slightly higher proportion of  women than men 
were affected by stroke.
Nearly one in four deaths in less-developed 
countries, and one in two in developed countries, is 
attributed to CVD. Mortality rates are higher for 
men than for women, though they converge at 
older ages. Age-specific death rates due to CVD 
increase dramatically with age. Within each 
country, age-specific death rates for all CVDs 
increase at least two times between the age groups 
65-74 years and 75-84 years in both sexes, with a 
50% higher rate for older men than women.  The 
variations in mortality rates between the sexes 
suggest variations in behavioural patterns, such as 
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smoking and tobacco use, diabetes mellitus 
associated with obesity, and physical exercise. 
South Asian men are known to be at a higher risk 
of  coronary heart disease, for example, because of  
a higher predisposition to diabetes.
In recent decades, mortality rates for CVD have 
declined in those over 65 years old in many high-
income countries. For example, in Australia, 
Canada and the United States, CVD mortality has 
declined by about 50% over the past 25 years for 
men and women.
Many studies from high-income countries show a 
link between low socioeconomic status and higher 
risk for CVD. In low- and middle-income coun-
tries, CVD has been more common among those 
from higher socioeconomic groups. However, this 
pattern is changing. Whether low socioeconomic 
position increases the risk for CVD appears to 
depend on whether low socioeconomic position is 
associated with adverse risk factors for CVD, such 
as smoking, alcohol consumption and obesity.
Cancers
Globally, more than 9 million people developed 
cancer in 1997, and more than 6 million died of  
cancer. Among persons aged 60 and above, 
cancers accounted for 27% of  DALYs lost 
worldwide in 2001 (Table 3).
The proportion of  DALYs reportedly lost due to 
cancers is much higher in high-income countries 
than in low- and middle-income countries. Cancer 
deaths increased from 6% to 9% between 1985 
and 1997 in low- and middle-income countries, 
and remained constant at 21% in high-income 
countries.
In all parts of  the world, cancers affect a greater 
proportion of  men than women. Women and men 
also differ in the type of  cancers that account for 
DALYs lost. Lung cancer ranks first for men and 
women in high-income countries, as well as for 
men in low- and middle-income countries. The 
causative factor for 90% of  lung cancer is believed 
to be smoking, making lung cancer one of  the 
most preventable forms of  cancer. It is also the 
cancer with the highest mortality rate, contribut-
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ing much avoidable mortality. Colon and rectum 
cancer and prostate cancer are the other two major 
cancers in men. Women from low- and middle-
income countries are affected most by cervical, 
uterine and ovarian cancers (Table 3). Breast 
cancer is the second-most important type of  
cancer, affecting women in high- as well as low- 
and middle-income countries (Table 3).
Communicable and parasitic diseases
Communicable diseases still pose a major problem 
for older persons, especially in low- and middle-
income countries. Although not the most com-
mon cause of  death in later life, they still account 
for high levels of  morbidity and disability. The 
burden of  disease from infectious and parasitic 
diseases globally constituted 4%-5% of  all DALYs 
lost by older people in 2001 (Table 3). Infectious 
and parasitic diseases are more common for men 
than for women, and much more common in low- 
and middle-income than in high-income coun-
tries.
Among communicable diseases, tuberculosis (TB) 
accounts for about half  of  the burden of  diseases 
due to infectious and parasitic diseases in older 
people (Table 4). As with younger people, more 
older men than women reportedly have the 
disease. Studies have shown that TB presents with 
atypical symptoms in older ages: lower presence 
of  fever and blood in sputum. Awareness about 
TB as a disease of  older persons also is lacking. 
Together, these factors can delay diagnosis and 
effective treatment.
Other tropical diseases, such as malaria, filariasis 
and leprosy, have a debilitating effect on older 
persons. Trachoma is an infectious disease that 
tends to be particularly severe in women. Blinding 
trachoma develops over the years and results in 
visual loss for older women.
Mental health problems
Mental health problems are the third most 
important contributor to the burden of  disease 
among older people, after cardiovascular diseases 
and cancers. They account for 7% of  DALYs lost 
in this age group. In high- and low-income 
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countries, more women than men reportedly are 
affected by mental health problems (Table 3). The 
association between poverty and mental illness, as 
well as the influence of  gender-based inequalities 
on mental health, have been well documented (see 
this Sourcebook's module on mental health). 
Poverty and gender inequality might combine to 
increase the burden of  mental health problems for 
older women.
Alzheimer’s and other dementias are the most 
important mental health conditions affecting older 
people. Depression is a distant second.
Dementia is an acquired impairment of  cognition, 
which has significant effects on occupational, 
social and functional abilities. It results in the loss 
of  perception skills, the inability to communicate 
and manage day-to-day activities, and sometimes 
emotional disturbances. Dementia gradually 
results in total dependence on a caregiver for day-
to-day functioning. For those living in poverty, 
dementia might lead to destitution, especially in 
countries with no provisions for institutional care 
and in families that cannot provide the level of  care 
needed by a dementia patient.
The prevalence of  dementia, mainly Alzheimer,’s 
increases steeply with age—from less than 3% in 
those 65-70 years old to more than 25% at 85 years 
and over. Women are more likely to suffer from 
dementia, due to their longevity.  Although not as 
common in low- and middle-income countries as 
in high-income countries, gains in life expectancy 
are likely to result in a greater burden of  dementia 
in low-income countries as well. 
Depression is common, with severe depression 
affecting 1%-3% of  the older population and 
milder forms affecting 10%-15%. Major depres-
sion is increasingly found in those who have had 
strokes and those with organic diseases, such as 
Parkinson’s disease and Alzheimer’s disease. The 
gap between women and men in the prevalence of  
depression found in younger age groups tends to 
narrow in later life.  Mild depression is associated 
with personal loss, with widowhood being a 
common trigger among women. Community-
based studies in Brazil have shown a higher 
prevalence of  depression among poorer older 
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women who are economically dependent and 
living with married children. Such women tend to 
have fewer social contacts outside the home and 
lack a confidante.
Although depression is slightly more common in 
women, more men commit suicide. Suicide rates 
rise with age, with the highest rates in men over 75 
years old. Depression is often under-diagnosed 
and under-treated, especially in older men who are 
less likely to present with psychological (“I'm 
depressed”) than physical (“I have pain”) prob-
lems.  About 90% of  older men who attempt or 
commit suicide suffer from depression, either 
undiagnosed or inadequately treated. Depression 
is an important condition to target with regard to 
the health of  ageing men due to its high preva-
lence, its under-recognition (despite the availability 
of  effective treatments), and its poor outcome and 
high suicide rates in men.
Of  the two mental disorders significantly affecting 
older people, depression can be overcome with 
supportive interventions. For dementia, however, 
much care for the affected and support for 
caregivers are required. This is especially important 
in low-income settings and for older people living 
in poverty.
Chronic disabling conditions
Older age is often characterized by loss of  physio-
logical competence, functional problems and the 
emergence of  chronic disabling conditions 
affecting various organs. Three major groups of  
chron ic  d i s ab l ing  cond i t ions  inc lude  
musculoskeletal disorders, impairment of  sensory 
organs, and conditions affecting the genito-urinary 
system, such as urinary incontinence and uterine 
prolapse in women.
Musculoskeletal disorders
Disorders affecting the bones and muscles contrib-
ute to 3% of  the disease burden in later life. More 
common in high-income than in low- and middle-
income countries, these disorders affect women 
more than men worldwide (Table 3). The most 
common musculoskeletal disorders include 
osteoporosis, osteoarthritis and rheumatoid arthritis.
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Osteoporosis is characterized by loss of  bone mass 
and bone matrix, leading to fragility and risk of  
fracture. Older persons present with fractures, 
which tend to become more frequent and recurrent. 
Men's lifetime risk of  fracture is three times lower 
than that for women, according to a study of  
Caucasian populations.  The gender difference in 
fracture rate is due to men losing less porous bone 
than women do.
Impairment of  sensory organs
One of  the most daunting problems affecting 
older people is the impairment of  vision or 
hearing, or both. This affects older people's ability 
to function normally and independently, and to 
take care of  their own needs. Their mobility, ability 
to read and write, and interact socially is seriously 
compromised, creating dependence on others. 
Sensory impairment can also erode the confidence 
of  older people and affect their mental health.
Worldwide, sensory impairment contributes to 
8% of  the burden of  disease in later life. More 
women than men are affected, with the greatest 
burden found in women from low-and middle-
income countries (Table 3). Cataracts, a major 
source of  visual impairment, are the main cause of  
blindness and visual disability in older age. More 
women than men become blind due to cataracts 
and due to the non-availability of  timely treat-
ment.
Urinary incontinence
Another chronic disease affecting older per-
sons—and one that is rarely reported—is urinary 
incontinence. Incontinence is found to be a 
leading cause for nursing home admissions in 
industrialized countries. Thus, it is a medical and a 
socioeconomic problem.
Weakness of  the sphincter, the circular muscles of  
the bladder responsible for opening and closing it, 
is one of  the common causes of  urinary inconti-
nence in older people. Urinary incontinence is 
reportedly more common in women than in men, 
although comparable data are not available to 
establish this. Causes in men include enlarged 
prostate and prostate surgery. Urinary inconti-
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nence in women is often the cumulative result of  
frequent childbirth, poor access to health care for 
the repair of  birth injuries, surgical intervention in 
childbirth or vaginal surgeries, circumcision 
practices, and untreated urinary tract infections. 
Contributing causes common to both sexes 
include the use of  antihypertensive drugs, 
diuretics and tranquillizers.
While urinary incontinence is neither life-
threatening nor causes serious physical morbidity, 
it undermines well-being and quality of  life. The 
problem remains invisible because many are too 
embarrassed to seek or accept help as part of  
ageing, and are unaware that effective treatment is 
available. Failure to address the situation can lead 
to increased anxiety, loss of  self-esteem and 
depression, resulting in social isolation and lack of  
mobility.
Uterine prolapse
The uterus and vagina in women are held in place 
by a combination of  muscles and ligaments 
known as the pelvic floor. Childbirth, as well as the 
normal ageing process, can weaken the pelvic 
floor, resulting in a prolapse. Uterine prolapse is a 
common problem associated with ageing in 
women. A mild prolapse creates no associated 
symptoms or problems. In severe prolapse, 
however, the cervix, or even the entire uterus, can 
protrude outside the vulva. This can cause serious 
discomfort and difficulty in opening the bowels, 
urinary incontinence, and ulceration of  the cervix 
and vagina, leading to infections of  the genito-
urinary tract. Surgery can correct the condition.
For poor women in less-developed countries, 
uterine prolapse might originate at a young age and 
steadily worsen with ageing. A study from rural 
southern India, which documented poor women's 
experience with uterine prolapse, found that 
women first developed symptoms at the mean age 
of  26.2 years. Strenuous manual work soon after 
delivery was associated with uterine prolapse, 
along with frequent childbearing and trauma to 
the pelvic floor following surgery. As they grew 
older, women with a uterine prolapse have 
increasing difficulty working and earning a living. 
Apart from the health consequences, the women 
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in this study also suffered from frequent lower 
reproductive and urinary tract infections.
Elder abuse as a health issue
The World Health Organization's (WHO) 
Toronto Declaration on Elder Abuse defines elder 
abuse as “a single or repeated act, a lack of  
appropriate action, occurring within any relation-
ship where there is an expectation of  trust that 
causes harm or distress to an older person.”
Elder abuse is a major public health and human 
rights issue. An increasing number of  studies have 
highlighted the seriousness and magnitude of  
elder abuse as an issue concerning the health and 
welfare of  older persons. Initially thought to be a 
problem of  the developed world, elder abuse is 
now recognized as universal, although evidence 
from less-developed countries is primarily 
anecdotal.
The term elder abuse is now understood to 
comprise:
! Physical abuse: the infliction of  pain or 
injury, physical coercion, or physical or 
drug-induced restraint.
! Psychological or emotional abuse: the 
infliction of  mental anguish.
! Financial or material abuse: the illegal or 
improper exploitation or use of  funds or 
resources of  older people.
! Sexual abuse: non-consensual sexual 
contact of  any kind with the older person.
! Neglect: the refusal or failure to fulfil a 
care-giving obligation. This can involve a 
conscious and intentional attempt to inflict 
physical or emotional distress on the older 
person.
Elder abuse exists in traditional as well as modern 
societies, though it might manifest itself  differ-
ently. The treatment of  widows in some parts of  
South Asia and Africa sometimes might be 
considered forms of  psychological, emotional and 
even physical abuse, because of  the many restric-
tions imposed on their material comforts. 
Accusations of  witchcraft have driven many older 
women away from their homes in sub-Saharan 
Africa, where about 500 older women accused of  
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potential health consequences of  elder abuse. This 
study found that abused elders were 3.1 times 
more likely to die during a 3-year follow-up period 
than those who were not subject to abuse. At the 
end of  13 years of  follow-up, the study found the 
proportion of  elders alive in the abused group was 
only 9%, compared to 41% alive in the group not 
subjected to abuse.
Elder abuse is an important health problem of  
older persons that remains under-diagnosed, 
under-reported and poorly addressed by public 
policy. More attention is needed from policy-
makers, and more investment in interventions and 
research is required, to improve understanding of  
the dimensions and risk factors of  the problem.
The impact of HIV/AIDS on the lives and well-
being of older people
Not enough is known about the incidence of  HIV 
in older people. In many instances, HIV/AIDS 
statistics are compiled only for people up to the 
age of  49.  According to recorded data, only a very 
small proportion of  older persons is infected with 
HIV.  In Thailand, people 60 years old and above 
accounted for nearly 5% of  HIV/AIDS cases in 
2002, and the actual prevalence is believed to be 
higher.
The main burden of  HIV on older persons is care-
giving. As more young people become infected 
with the virus, the responsibility of  caring for 
them falls on their parents and/or older relatives. 
A study from Thailand found that elderly parents 
were the primary source of  funds for medical care 
of  60% of  AIDS patients who lived with their 
parents after they developed the disease. Parents 
also financially supported 40% of  AIDS patients 
who lived adjacent to their parents and 25% of  
patients who lived far away.  Besides financial 
support, elderly parents also provided care and 
support for their children living with AIDS. In a 
study of  six districts of  Uganda, parents were the 
most commonly cited caregivers for women and 
men living with AIDS.  In a Thailand study, 
70% of  adults with AIDS resided with or near 
their parents, usually their mothers. Many of  these 
parents were 60 years or older.  In Kagera, 
Tanzania, nearly two thirds of  older persons lived 
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witchcraft are killed each year, according to one 
estimate.
Surveys in Canada, Finland, the Netherlands and 
the United States are the main sources of  informa-
tion on the prevalence of  elder abuse. The results 
show a rate of  elder abuse of  4%-6%, if  physical, 
psychological and financial abuse and self-neglect 
are all included. Comparisons across these 
different studies are difficult due to variations in 
their time frames and methodologies. However, 
some differences can be observed across the 
countries. Studies in Canada, the Netherlands and 
the United States found no significant differences 
by age or sex, while the study in Finland found a 
higher proportion of  women victims (7%) than 
men (2.5%).  In Latin America, where 
overall societal violence is more widespread, 
stresses on family and community structures are 
believed to lead to violence and abusive behaviour 
towards older people.  Reports of  rape and sexual 
abuse of  older people are increasing in some 
communities in South Africa, apparently as a 
consequence of  the myth that sex with older 
people can cure HIV/AIDS.
Elderly people are abused in many environments, 
including homes, hospitals, assisted-living facilities 
and nursing homes. Having a shared living 
situation is a major risk for elder abuse, while 
people living alone are at lower risk.  
However, the risk of  financial abuse might be 
higher for those living alone.
Patients with certain health conditions might be 
more at risk of  abuse than others. Several studies 
have reported higher rates of  physical abuse in 
patients with dementia than in people without this 
disorder. Caregivers themselves might be old and 
frail and victims of  assault by demented patients. 
The violence on the older person also might be 
retaliatory.  Some studies found sensory impair-
ment to be another risk factor for abuse.  
Pathological characteristics of  perpetrators, such as 
mental illness and alcohol misuse, contribute to elder 
abuse. People who commit elder abuse tend to 
depend heavily on the person they are mistreating.
A major longitudinal study in the United States 
remains the main source of  information on the 
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in a household where a co-resident son or daugh-
ter had died.
In some African communities, AIDS is called the 
“grandmother's disease”, because the burden of  
caring for young adults and children with AIDS 
often falls disproportionately on older women. In 
the Kagera study, caregivers for AIDS patients 
included elderly women and elderly men. 
However, women spent twice the number of  
hours caring for them than men did.
A WHO study of  the impact of  HIV/AIDS on 
the lives of  older people in four sub-Saharan 
African countries—Ghana, South Africa, 
Tanzania and Zimbabwe—found that older 
people were under great physical and emotional 
stress. Increasing economic burdens with decreas-
ing incomes, high medical and transport costs, 
social stigma and the poor attitude of  health 
personnel contributed to the stress.  The 
Kagera study found that the stress and demands 
of  financially and physically supporting their 
terminally ill children had negative consequences 
for the psychological well-being of  the elderly 
person, as well as their physical well-being (e.g., 
under-nutrition that reversed itself  following the 
death of  the AIDS patient).
For women living in poverty, the burden of  caring 
for AIDS patients and orphans can be devastating. 
“My grandchildren are too young and cannot fend 
for themselves,” says Rosalina Odero, an 85-year-
old Kenyan woman who cares for 10 grandchil-
dren after the death of  seven of  her children and 
their spouses to HIV/AIDS. “Often we have gone 
without food and the house is falling on us.”
Providing support to elderly HIV/AIDS care-
givers is an important need. It could contribute 
significantly to improving the physical and mental 
well-being of  older persons in many less-
developed countries with a widespread AIDS 
epidemic.
In addition, older people are at risk of  HIV 
infection because of  their role as caregivers of  
infected household members, and because they 
also might be sexually active. However, HIV 
prevention and education campaigns tend to 
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ignore older people's needs and risks. Older 
people can remain undiagnosed because health 
workers assume that they are not sexually active. 
This situation warrants urgent attention.
Clearly, the health care needs of  older persons are 
vast and diverse. The goal of  health care services 
for older persons is to assist them in achieving 
optimal health, well-being and quality of  life, 
within the constraints of  their health conditions.
A wide range of  health services are needed to cater 
to the health concerns of  this population, includ-
ing health promotion, illness prevention, care for 
acute health problems and chronic health condi-
tions, palliative care and rehabilitation. Besides 
curative care for common acute conditions (such 
as coughs, colds, fevers and other infections, which 
can occur with greater frequency or lead to more 
serious secondary infections), older people need 
prolonged care and treatment for chronic condi-
tions (such as cardiovascular diseases, mental 
health and psychiatric care, musculoskeletal 
disorders and incontinence), treatment and 
palliative care for terminal illnesses (such as 
cancer), and long-term care and support to deal 
with conditions such as sensory impairment.
However, health services catering to the special 
needs of  older people are grossly inadequate in 
many parts of  the world. For those who are 
seriously ill, physically or mentally disabled, or 
bedridden, the family remains the main source of  
long-term care. Community-based or close-to-
client services provided by primary health centres 
are often the first and only point of  contact with 
the health care system for many older people living 
in low-income settings worldwide, and especially 
in less-developed countries.
As part of  a recent WHO study of  problems older 
people encounter in seeking primary health care 
services, focus group discussions were conducted 
with older people in five countries: Australia, 
Canada, Jamaica, Malaysia and the Philippines.  
The discussion which follows draws mainly on the 
findings of  this study, and on the State of  the world's 
older people 2002, by HelpAge International.
Health service issues for older people
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disabilities. Buildings might not permit wheelchair 
access or the use of  assistive devices, such as 
walkers. Signs indicating the location and hours of  
operation of  facilities might be lacking or unclear. 
Moving from place to place to ask for directions 
amid noise and crowds might discourage future 
visits. Waiting areas might lack sufficient seats. The 
absence of  clean toilets (or any toilets at all) and 
drinking water facilities can be especially hard on 
older people.
Bureaucratic hurdles within facilities are another 
important factor that can discourage older people 
from using health services. Significant deterrents 
might include moving from line to line to undergo 
tests, receive drugs, get results, make payments and 
so on; visiting more than one department, or even 
more than one facility, in the course of  treatment; 
and filling out forms and negotiating with many 
different authorities.
Long waiting time and short consultations
Waiting time was high on the list of  frustrations of  
older people in the WHO study.  The unfriendly 
physical environment made waiting very difficult. 
Consultation with providers often was not 
possible, even after a long wait, with those unseen 
being asked to return the following day. While this 
is hard on everyone, older people found it espe-
cially difficult.
After a long wait, a patient's time with the provider 
was often short and insufficient for complete 
history-taking or a physical checkup. Providers 
usually dealt with only one complaint at a time. In 
addition, the lack of  medical records with ade-
quate information or history made diagnosis and 
appropriate treatment more difficult.
Providers did not have the time to explain to 
patients—old and young alike—the nature of  
their health problems or the treatment prescribed. 
This can be especially detrimental for health 
problems of  older people that require prolonged 
treatment and medication, and can result in non-
compliance. Lack of  information on the course of  
the health problem and possible side effects of  
treatment can contribute to anxiety and depres-
sion. Short consultations with older persons might 
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Physical access to care
Older people cite access as one of  their most 
serious problems related to seeking health care. 
They face the same barriers to access to primary 
health centres as their younger counterparts, such 
as distance, lack of  means and affordability of  
transportation. In addition, several barriers are 
specific to old age. Musculoskeletal problems can 
make walking or standing in crowded buses very 
difficult. Visual and hearing impairments make 
negotiating crowded places daunting. Conditions 
such as incontinence can make travelling via public 
transportation a humiliating experience. Those 
with mental health problems and debilitating 
physical conditions need the support of  someone 
else to go to a health care facility. This is also true 
for women, whose mobility can be restricted by 
custom and tradition.
Access also might be constrained by the “gate-
keepers” for older people—their children or other 
relatives—who do not believe that health care is 
needed for the “natural” problems of  ageing. This 
is more likely to happen in low-income households 
where resources are scarce, and for women living 
in societies that undervalue women's well-being. In 
a study of  the Nepal blindness programme among 
the cataract blind, for example, surgical coverage 
of  men was 70 % higher than that of  women. For 
men and women, the cataract blind over 55 years 
old received proportionately fewer services than 
those 55 and under. Blind men 45-54 years old had 
a 500% higher rate of  surgical coverage than blind 
men over 65. Blind women 35-44 years old had a 
nearly 600 % higher rate of  surgical coverage than 
did blind women over 65.
Low income might constrain access to health care 
in developed countries as well. A study from 
Glasgow reports that patients from non-affluent 
areas found it more difficult than patients from 
affluent areas to access their general practitioner 
during regular surgery hours, and had to use out-
of-hour general services as an alternative.
Physical environment of health centre
Many health centres and other health facilities are 
unfriendly to frail old people or those with 
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not pick up early signs and symptoms, thereby 
increasing costs to the health system.
Communication problems
Many older people suffer from visual and/or 
hearing problems, which can hamper communica-
tion between the patient and provider and, 
consequently, history-taking, diagnosis and 
treatment.
For those from poorer socioeconomic back-
grounds, and especially women, sensory impair-
ments can worsen their other communication 
problems, such as not speaking the same language 
as the provider, failing to articulate clearly, or not 
comprehending the provider's way of  speaking 
(such as use of  medical terminology).
Provider attitudes
One of  the biggest problems older patients face is 
the negative attitude of  providers towards them. 
In the WHO study, providers at best were 
distracted and paid only cursory attention to what 
the patient was saying.  At worst, they were 
disrespectful and dismissive. It was not uncom-
mon for older patients to be told that they were 
suffering from “old age”, with little effort made to 
alleviate their symptoms and improve their quality 
of  life.
In the United States, a report released at a hearing 
of  the Special Committee on Ageing in 2003 
highlighted some biases in health care experienced 
by older people, including the following:
! Older people were less likely than younger 
people to receive preventive care, such as 
vaccination and advice on exercise, diet 
and other lifestyle issues.
! Medicare does not cover smoking-cessation 
programmes, although 70% of  smoking-
related deaths were in older people.
! Depression might be under-diagnosed and 
under-treated in older people. Suicide rates 
for older persons were four times the 
national average.
! Older patients were less likely to be tested 
or screened for certain diseases, including 
HIV/AIDS and substance use. 
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Poor elderly women may be the worst affected. 
“The nurses give different reasons not to treat us,” 
reported low-income, elderly women in Tete, 
Mozambique. “They say we are dirty; we have not 
combed our hair; we are old and cannot take drugs. 
If  you are clean, it is okay.”
Costs of health care
The health problems of  older people often 
necessitate prolonged medication and treatment. 
The high costs of  consultations, diagnostic 
services and particularly medicines are among the 
most formidable barriers to appropriate and 
timely care. In a consultation organized by 
HelpAge International, an older Kenyan man 
admitted, “I have never been to a hospital in 14 
years. It is too expensive. I get most of  my 
medicines from the healer. His prices are lower 
and payment terms are negotiable.”
In Latin America, where health care services are 
usually financed by social security systems, 
privatization is affecting the affordability of  health 
services for older persons. Coverage is limited to 
those who can pay for insurance during their 
lifetime. Access to services depends on capacity to 
pay, which excludes those who have worked in the 
informal sector and might have lived all their lives 
in poverty—such as the vast majority of  women.
Recent health sector reforms that introduced user 
fees and cuts in public health services to achieve 
cost recovery have adversely affected low-income 
groups. Older people, especially women who are 
financially dependent on others, are likely to be 
most affected.
Older women are also at a greater disadvantage in 
developed countries. In the United States, for 
example, women's longer life expectancy and their 
reliance on their husband's pensions or insurance 
put them at risk of  being underinsured or unin-
sured. Medicare meets men's health care needs 
better than women's. This is because it covers 
hospital costs well, but does not fully cover 
nursing home care, community services, outpa-
tient medications, preventive health examinations 
and adaptive aids. Older women had 14% more 
visits to physicians, 18% more prescriptions, and 
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60% more frequent use of  community or home 
care services than did men.
Gender-related barriers to access to care
The barriers to health care discussed above are 
magnified when combined with the disadvantages 
arising from poverty and gender-based inequali-
ties. However, gender mediates access to, and 
utilization, of  health care in a number of  other 
ways.
More women than men in older age groups seek 
health care in many high- as well as middle-income 
countries, while anecdotal evidence suggests that 
the opposite might be true in low-income coun-
tries. This is also the pattern for utilization of  
health services by women of  all age groups in high- 
and middle- as compared to low-income countries. 
Older men in high-income countries reportedly 
postpone seeking care until they can no longer 
ignore the symptoms.
Anecdotal reports from many developing coun-
tries suggest that the sex of  the provider might 
hinder access, with women being reluctant to seek 
care from male physicians. However, even in a 
country such as Canada, studies found that older 
women from rural areas, or those belonging to 
immigrant and minority communities, often 
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refused a pap smear or physical examination of  
their breasts by a male physician.
Gender biases that disadvantage women have 
been found in timely diagnosis and intervention 
for heart problems, acute stroke care and renal 
transplant. A study from Austria found that the 
health system took longer to provide women 
access to coronary angiograms than it did for 
men. Before angiograms, all of  the women and 
most of  the men (98.4%) were treated for heart 
complaints. Although more women (87.1%) than 
men (78.8%) took heart medication, fewer 
women (29.7%) than men (37.1%) were referred 
to a cardiologist.  A United States-based study 
found that women with acute stroke were much 
more likely than men to experience delays in 
reaching an emergency department (ED) after the 
onset of  symptoms, and in seeing an emergency 
department physician on arrival at the hospital. 
Minority status also affected delays. Less than 
20% of  Hispanic Americans see a physician 
within 3 hours of  arrival in the ED, as compared 
to 34% of  non-Hispanic whites.  In another 
study, also from the United States, women over 45 
years old with end-stage renal disease were found 
to be less likely to be on the transplant waiting list. 
Moreover, once on the list, women of  all ages 
were less likely to receive a transplant than their 
male counterparts.
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AEfficiency
ddressing the health needs of  the world's 
older population, with a specific focus on 
gender and poverty issues, is not just a welfare 
issue. It is important from the point of  view of  
poverty reduction and development, as well as 
from equity and human rights perspectives.
Older people continue to contribute to their 
families and communities, despite their advanced 
years, but their capacity for productivity is often 
overlooked. The work contributed by older people 
is severely undervalued, even by older people 
themselves. Frequently when an elderly woman is 
asked if  she works, she will reply “no”, even 
though she spends most of  her day selling vegeta-
bles or fruit in the market, or selling home-
prepared food in the street. International Labour 
Organization studies of  labour force participation 
by older people found that, in at least 20 African 
countries in 1993, between 74% and 91% of  
people over 65 years old continued to work.
Older people engage in a variety of  occupations, 
including farming, trading and small-scale 
enterprise. Many also have special skills, such as 
health care providers, herbalists and traditional 
birth attendants. Older family members participate 
actively in the household economy, though their 
contributions are often unacknowledged. They 
look after children, do domestic work, and make 
cash or in-kind contributions. In Russia and 
Romania, surveys in the early 1990s found that 
people over 60 years old spent 20 hours a week 
queuing at shops, freeing other family members to 
do paid work.  By maintaining their own liveli-
hoods where possible, older people also contribute 
financially to the well-being of  the household and 
family. 
Older people represent a large pool of  social 
capital, as knowledge-bearers, caregivers and 
contributors to the household and larger economy 
through informal work and voluntary activities, 
and through intergenerational transfers and family 
support. For example, older people who mind their 
grandchildren allow the working age group to 
participate in the labour force.  Improving their 
access to good health and independent means of  
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livelihood extends the period in which they can 
contribute to the economy. More importantly, it 
lowers the potential burden of  dependency on 
working age groups and reduces poverty. In 
countries where the working age population is 
declining, older workers can be drawn upon to 
augment the labour force. Failure to invest in the 
well-being of  older persons might not only 
intensify poverty in this age group, but also could 
drag the younger generation into poverty.
Equity in health can be defined as the “absence of  
systematic disparities in health (or major social 
determinants) between groups with different 
levels of  underlying social advantage or disadvan-
tage, such as different positions in the social 
hierarchy.”  It refers to how fairly resources in a 
community—and by extension health risks and 
outcomes—are distributed. For older people in 
the developing world, personal health consistently 
ranks alongside material security as a priority 
concern.  Physical health is the most important 
asset for many poor people, because it is linked 
with the ability to work, to function independently 
and to maintain a reasonable standard of  living. 
Illness in old age, therefore, is an ever-present 
threat, and many older people live in fear of  it. 
Despite its importance to older people, health care 
is inaccessible to many. Hospitals tend to be 
concentrated in urban areas, far from the rural 
areas where many older people in developing 
countries still live. Even those who live in cities 
and towns can often reach health facilities only by 
using public transport, which is expensive and not 
adapted for easy access by the elderly. Treatment is 
often unaffordable for older people, even where it 
is nominally free. Where fee exemption policies 
exist—as they do, for example, in Ghana and 
Thailand—most older people do not benefit 
because of  a lack of  information, shortage of  
supplies and poor management. The negative 
attitude of  health staff  towards treating older 
people is also a powerful factor dissuading many 
from seeking treatment.
As governments across the region make policy 
decisions on how to spend their health budgets, 
Equity
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they also face pressure to reduce spending. In this 
squeeze, the poor are likely to suffer the most. For 
example, evidence shows that user fees, which are 
being introduced in many public health care 
systems, depress demand for, and use of, health 
services largely among the poorest households, 
since wealthier people can access private care.
Addressing the health needs of  older people, and 
particularly their poverty and gender-related 
dimensions, is an equity issue. Older people, who 
have contributed to the economic and social 
development of  their societies, have the right as 
citizens to be treated equally with other age groups.
Finally, addressing poverty and gender-related 
issues in policies, programmes and interventions 
on ageing has a human rights rationale. Social 
exclusion and isolation of  older people living in 
poverty, as well as the denial of  development 
assistance, employment and support services due 
to explicit discrimination in the form of  age limit 
or implicitly by not factoring in the specific needs 
of  older people, represent violations of  their 
human rights.  
The Vienna International Plan of  Action on 
Ageing was the first international instrument on 
ageing, guiding thinking and the formulation of  
policies and programmes on ageing.  It aims to 
strengthen the capacities of  governments and civil 
society to deal effectively with the ageing of  
populations, and to address the developmental 
potential and dependency needs of  older persons. 
The plan promotes regional and international 
cooperation. It includes 62 recommendations for 
action, addressing research, data collection and 
analysis, training and education, and the following 
sectoral areas: 
! health and nutrition 
! protection of  elderly consumers
! housing and environment
! family
Human rights
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! social welfare 
! income security and employment
! education.
In 1991, 9 years after its endorsement of  the plan, 
the United Nations General Assembly adopted the 
United Nations Principles for Older Persons.  
These 18 principles fall into five clusters relating to 
the status of  older persons: 
! independence 
! participation 
! care 
! self-fulfilment
! dignity. 
The Conceptual Framework for the International 
Year of  Older Persons 1999 was based on the plan 
and principles.  It comprises four facets: 
! situation of  older persons 
! individual lifelong development 
! relationship between the generations
! interrelationship of  population ageing and 
development.
The theme and conceptual facets for “1999” 
underscore the “lifelong” and “society-wide” 
dimensions of  ageing. They highlight the impor-
tance of  policy investments in individual lifelong 
development in the context of  longevity, and of  
coordinating the effects of  population with other 
societal transformations, such as globalization and 
the technological revolution.
In 2002, WHO developed a policy framework on 
active ageing as a contribution to the World 
Assembly on Ageing. WHO defines active ageing 
as the “process of  optimizing opportunities for 
health, participation and security in order to 
enhance quality of  life as people age.”  The active 
ageing approach is based on a rights perspective, 
which recognizes older people's right to equality 
of  opportunity and treatment in all aspects of  life 
as they grow older. The section titled International 
Initiatives in Section 4 provides more details on 
this approach.
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Policy and programme responses
Over the past two decades, a number of  pol ic ies  have been adopted and 
programmes implemented for the health and well-
being of  older people. This section documents 
some of  the main initiatives, and examines their 
agendas for action specifically related to gender 
and poverty issues. It begins by describing major 
international initiatives. It then discusses the role 
of  health providers and facilitites, and of  the 
health sector as a whole. National policies on 
ageing beyond the health sector, and initiatives 
related to social security and the welfare of  older 
people are also discussed.
International initiatives
The United Nation's first Assembly on Ageing 
was held in Vienna in 1982. The Assembly 
adopted an ambitious International Plan of  
Action on Ageing, which was endorsed by all 
United Nations Member States. The United 
Nations declared 1999 as the International Year of  
Older Persons. In the same year, WHO adopted a 
resolution (WHA52.7) on Active Ageing at the 
World Health Assembly.
The United Nations second World Assembly on 
Ageing was held in Madrid in 2002. The Assembly 
unanimously adopted the Madrid Political 
Declaration and International Plan of  Action on 
Ageing, 2002.  The plan identified three priority 
areas:
! older persons and development
! advancing health and well-being into old age
! ensuring enabling and supportive environ-
ments. 
The Madrid Plan of  Action mainstreams gender 
and poverty concerns in all its recommendations 
for action, in addition to addressing poverty 
eradication as a separate issue. Its objectives 
include the elimination of  inequalities in access to 
care based on gender and social status. One of  the 
action points is to reduce poverty among older 
persons to half  the 2002 levels by 2015.
For advancing health and well-being into old age, 
the Plan of  Action identifies three major issues: 
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health promotion, universal and equal access to 
health care services, and development of  a 
continuum of  health care to meet the needs of  
older persons. It visualizes the development and 
strengthening of  primary health care, as well as the 
coordination of  primary care, long-term care, and 
social services and other community services.
In 2002, WHO's policy framework on active 
ageing became an important document for 
charting a new course in the approach to the 
health and well-being of  older people. Its view of  
older people as “active participants in an age-
integrated society and active contributors as well 
as beneficiaries of  development” marked a major 
paradigm shift.
WHO's active ageing approach is based on a rights 
perspective, which recognizes older people's right 
to equality of  opportunity and treatment in all 
aspects of  life as they grow older.  The approach 
also adopts a life-course perspective, acknowledg-
ing that interventions to foster healthy choices and 
create supportive environments are needed at all 
stages in life to enable active ageing. The policy 
framework makes key proposals in all three 
areas—health, participation and security—and 
integrates gender concerns and poverty issues into 
these proposals.
In 2002, WHO initiated the age-friendly primary 
health care project (discussed later in this section) 
to sensitize and educate primary health-care 
workers, and to enable primary health centres to 
cater more effectively to the needs of  older 
persons. Another WHO initiative is to main-
stream ageing into medical curricula, and to 
strengthen the teaching of  geriatric medicine in 42 
countries.
The international community is increasingly 
committed to reducing poverty and inequality and 
promoting human rights. Poverty Reduction 
Strategy Papers (PRSP) chart a country's plan for 
socioeconomic development and poverty 
reduction. The Millennium Declaration, signed in 
2000, committed United Nations Member States 
to a series of  time-bound and measurable targets. 
Known as the Millennium Development Goals 
(MDG), these contain a number of  goals and 
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targets pertinent to the ageing poor.  To meet the 
MDG of  halving the proportion of  people living 
in extreme poverty by 2015, poverty reduction 
strategies must focus on the poorest and most 
vulnerable older persons, especially women.
National policies
In 2002, 29 of  79 countries for which data were 
available had national policies on older people; an 
additional 16 were developing such a policy. Table 
5, Section 6, detailing national policies on ageing, 
presents information on the main features of  
ageing policies in 46 countries.  Most policies 
address issues of  welfare, social security and 
health. Few appear to include concrete 
programmes of  action related to health; often they 
are only statements of  principles. Countries such 
as Malaysia, Republic of  Korea and South Africa 
have developed health programmes for older 
persons.
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Health sector responses
The role of health providers
Older persons in many settings have identified the 
negative attitudes of  health providers as an 
important barrier to using health services. Health 
providers share society's stereotypes and miscon-
ceptions about older people, for example, that they 
have impaired cognitive facilities, that they are not 
sexually active, that fitness and exercise are not 
relevant for older people, or that their aches and 
pains do not deserve serious attention because 
these are “normal” in older people. Gender 
stereotypes also often mediate health provider 
responses to older women's problems, e.g., that 
many of  their problems are “psychosomatic”. 
Health providers' lack of  understanding of  the 
multiple disadvantages of  those living in poverty 
and lacking in education adds another dimension 
of  bias.
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Box 2: Health provider knowledge for appropriate care of  older persons
Being well-informed in the following areas can help health providers in providing sensitive and appropriate 
care for older persons:
! Knowledge of  an interdisciplinary approach to working with the ageing. Providers should be up to 
date with demographic information, social theories of  ageing, social aspects of  community 
development, and how to interact with ageing populations. Attention should be given to social 
relationships, family systems and issues of  diversity specific to older adults.
! The effects of  ageing on body systems, and the influence of  such changes on health and function. 
This should include differences in incidence, natural history, presentation management and 
outcomes of  medical problems when they occur in older persons, and differentials in these by 
gender and socioeconomic background. 
! The adjustments necessary in history-taking and physical examination for older people, keeping in 
mind differentials by gender and socioeconomic background.
! Principles of  fitness, exercise and rehabilitation as applied to older people, and awareness of  
differentials by gender and socioeconomic background that could have a bearing on these.
! Elements and conduct of  comprehensive geriatric assessment.
! Nutritional needs of  older persons, including recognition and treatment of  malnutrition.
! Care at the end-of-life, including management of  pain, dyspnoea and other symptoms.
! Health education intervention planning, implementation and evaluation.
! Regular review by primary health care (PHC) centre staff  of  the use of  all medications, including 
complementary therapies, such as traditional medicines and practices.
! PHC centres that provide age-, gender- and culturally-appropriate education and information on 
health promotion, disease management and medications for older persons, as well as their informal 
caregivers, to promote empowerment for health.
Sources: Adapted from American Geriatric Society. Curriculum guidelines for geriatrics training in internal medicine residency programs; and 
Department of  Medicine: Institute of  Ageing in Africa/Geriatric Medicine.
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Sensitization of  health care providers to the factors 
contributing to health problems in older persons 
from low-income groups, especially women, is vital 
if  health care is to become accessible to older 
people who need it most. A firm grounding in a 
rights-based approach to the health of  older 
people is also needed. This implies giving elderly 
patients complete information and respecting their 
right to participate in decisions related to the 
management of  their health problems. Providers 
also need to realize that maintenance of  function 
and quality of  life, rather than the prolongation of  
life, often might be the goals of  care.
In addition to attitudinal change, health providers 
need specialized knowledge and skills. An 
understanding of  age-related changes in the 
presentation of  illnesses and response to therapy 
is a basic requirement. Moreover, older people 
often suffer from multiple problems, requiring 
comprehensive management and an understand-
ing of  how management of  one problem might 
impact another. Familiarity with the management 
of  mental health problems is important, because 
these are likely to occur following major medical 
interventions, such as surgeries, or as a conse-
quence of  debilitating conditions or sensory 
impairment. The health provider might need to be 
knowledgeable about support services available in 
other sectors in case their patients need referrals. 
Good communication and counselling skills also 
are needed, including skills in communicating 
with persons with impaired vision and/or 
hearing.
Box 2 lists specific topics on which health provid-
ers need to be well-informed to provide sensitive 
and appropriate care for older persons. Many, such 
as the diagnosis and management of  common 
noncommunicable diseases in older people, can be 
integrated within usual undergraduate training 
programmes. Inculcating attitudinal changes is a 
much more challenging task, requiring a special 
effort in pre- and in-service training.
Elder abuse
Provider capacity also needs to be developed in the 
important area of  elder abuse. The following signs 
warrant further investigation by a health provider 
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for possible abuse:
! delays in seeking medical attention for 
injuries or illness
! implausible or vague explanations for injuries 
or ill-health from the patient or the caregiver
! differing case histories from the patient and 
caregiver
! frequent visits to emergency departments 
because a chronic condition has worsened, 
despite a care plan and resources to deal 
with this in the home
! functionally impaired older patients who 
arrive without their caregivers 
! laboratory findings that are inconsistent 
with the history provided.
Box 3 provides some guidelines for examining 
patients with any of  these signs of  possible abuse. 
A 2004 review in the Lancet provides more 
comprehensive guidelines for medical assessment 
of  patients with confirmed or suspected abuse. 
(The Resources segment in Section 6 has more 
detailed information.)  For many victims of  elder 
abuse, health providers might be their only source 
of  help and support. Capacity building to address 
this issue is a must, given the negative health 
consequences.
For older persons living in poverty, primary health 
centres are often the first and only point of  contact 
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Box 3: Points to remember when examining 
an older person for possible abuse
Providers should be guided by the following tips in 
examining older patients for possible abuse.
! Interview the patient alone, asking directly about 
possible physical violence, restraints or neglect.
! Interview the suspected abuser alone.
! Pay close attention to the relationship 
between, and the behaviour of, the patient 
and his or her suspected abuser.
! Conduct a comprehensive geriatric 
assessment of  the patient, including medical, 
functional, cognitive and social factors.
! Document the patient's formal and informal 
social networks.
How can health professionals address poverty and gender concerns in ageing?
Integrating Poverty and Gender into Health Programmes: A Sourcebook for Health Professionals
with the health care system, or with any public 
institution. The quality of  care they receive in these 
facilities could make a crucial difference to 
improving the well-being of  older people.
WHO's recent project on age-friendly primary 
health centres has identified a number of  princi-
ples and action points to address the many barriers 
to care created by the organization, administration 
34
Box 4: Creating age-friendly primary health centres
Attention to the following points can help ensure that primary health centers are age-friendly.
1. Information, education and training
! All health centre staff  should receive basic training in age-, gender- and culturally-sensitive practices 
that address knowledge, attitude and skills.
! All clinical staff  in the health centre should receive basic training in core competencies of  elder care.
! Health centres should provide age, gender and culturally appropriate education and information on 
health promotion, disease management and medications for older persons, as well as their informal 
caregivers, to promote empowerment for health.
! Health centre staff  should review regularly the use of  all medications, including complementary 
therapies, such as traditional medicines and practices.
2. Community-based health care management systems
! Health centres should make every effort to adapt their administrative procedures to the special needs 
of  older persons, including older persons from low-income settings and those with low educational 
levels or with cognitive impairments. (The procedures also should take into account gender 
differences.)
! Health centre systems should be cost-sensitive to facilitate access to needed care by low-income 
persons (and women).
! Health centres should adopt systems that support a continuum of  care within the community level, 
as well as between the community and secondary and tertiary care levels.
! Health centres should put into place mechanisms that facilitate and coordinate access to social and 
domiciliary care services.
! All record keeping systems in health centres should support continuity of  care by keeping records on 
community-based, secondary and tertiary care, as well as on the provision of  social services for their 
clients.
! All relevant stakeholders, including older persons, should be part of  participatory decision-making 
mechanisms regarding the organization of  the community-based care services.
! Information on the operation of  the health centre, such as opening hours, fee schedules, medication 
and investigation charges, and registration procedures, should be provided in an age- and gender-
appropriate manner.
3. Physical environment of  the health centre
! The common principles of  universal design should be applied to the physical environment of  the 
health facility, whenever practical, affordable and possible.
! Safe and affordable transport to the health centre should be available for all, including older persons, 
especially those from low-income groups and women, by using a variety of  community-based 
resources, including volunteers.
! Simple and easy-to-read signs should be posted throughout the health centre to facilitate orientation 
and personalize providers and services. (Help desks can be provided to help those who cannot read.)
! Key health staff  should be easy to identify using name badges and name boards.
! The health facility should be equipped with good lighting, non-slippery surfaces, stable furniture and 
clear walkways. (It should allow for wheelchair and walker access, have functioning toilets, and 
potable drinking water facilities.)
! The health centre facilities, including waiting areas, should be clean and comfortable throughout.
Source: Adapted from World Health Organization, 2004.
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and physical environment of  primary health 
centres.  (These are reproduced in Box 4, with 
small modifications in parentheses.) The princi-
ples are applicable to any community-based 
formal health care setting, including general 
practitioners, local health centres and community-
based government health clinics.
Addressing the health needs of  older persons is a 
major challenge facing health sectors in less-
developed countries with ageing populations. 
Health care has numerous competing priorities, 
with investments still needed for control of  
communicable diseases and reduction of  under-5 
mortality. As a consequence, many statements of  
good intent contained in ageing policies do not 
reach the next step of  programmatic interventions.
Care for the elderly
The nature of  care needed for many of  the health 
problems of  older people presents another 
challenge. Where curative care is concerned, 
health sectors are usually organized around 
providing acute care through a system of  primary, 
secondary and tertiary health facilities. The 
organizational and administrative set-ups need 
considerable change to shift towards providing 
long-term care and integrating this into primary, as 
well as secondary and tertiary, care.
Health care programmes specifically addressing 
older persons would ensure that their health needs 
are prioritized and visible. For example, Malaysia 
launched the Health Care Programme for the 
Elderly in 1995 and evolved a comprehensive 
package of  services.  Whether or not such a 
specific programme is developed, the health needs 
of  older people, at a minimum, need to be 
provided for explicitly within existing systems of  
preventive, promotive and curative care.
Many of  the health care interventions for older 
persons described in case examples in this section 
do not address poverty and gender issues directly. 
Nevertheless, these are useful starting points from 
which to design suitable interventions that pay 
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sector level
attention to the additional disadvantages experi-
enced by low-income groups, as well as to gender-
based differences in health needs and ability to 
access health care.
Preventive and promotive care
Preventive and promotive care is usually a forgot-
ten, although much needed, dimension of  health 
care for older persons. Older people tend to be 
excluded from health education programmes and 
behaviour change communication initiatives, and 
only a few preventive programmes include them. 
One example of  preventive and promotive care is 
the elderly health centres run by the Department 
of  Health in Hong Kong (China), which promote 
health education and provide screening services as 
a preventive measure.  In the Republic of  Korea, 
the Elderly Welfare Law (1981) set up the system of  
elderly health examinations (EHE), which focuses 
on prevention and early detection of  diseases.
Screening for cervical and breast cancer, available 
in only a few less-developed countries, is another 
important need.
Health promotion and education programmes need 
to develop specific interventions for older people 
on staying healthy, especially in circumstances of  
time and resource constraints typically experienced 
by low-income groups and women. HIV/AIDS 
prevention programmes need to address infection 
prevention when caring for infected persons, and 
should also include older persons in voluntary 
counselling and testing programmes.
Acute curative care
Integrating the health needs of  older persons into 
existing primary and tertiary care services is one of  
the best ways to meet their need for acute curative 
care. This can be done through the “age-friendly 
primary health centre” model described earlier or 
through setting up geriatric care wards in second-
ary and tertiary care hospitals.
Long-term care
WHO has defined long-term care of  older people 
as “the system of  activities undertaken by informal 
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caregivers (family, friends and/or neighbours) 
and/or professionals (health/social/other) to 
ensure that a person who is not fully capable of  
self-care can maintain the highest possible quality 
of  life, according to his or her individual prefer-
ences, with the greatest possible degree of  
independence, autonomy, participation, personal 
fulfilment and human dignity.”  Nevertheless, in 
many countries, long-term care initiatives do not 
always reflect these values. Instead, they tend to 
identify themselves merely with the long-term 
nature of  the care being provided. In many 
instances, long-term care is provided only through 
institutions. However, other countries have 
attempted to provide integrated services that 
include community-based services for as long as 
the older persons can be independent, backed up 
with institutional care through nursing homes. 
In Hong Kong (China), community nursing 
services—general and psychiatric—and commu-
nity geriatric and psychogeriatric assessment 
services are available to older people. These teams 
make accurate assessments of  the needs of  older 
people, and provide medical and health support.  
The Republic of  Korea has a visiting nurse 
programme under the outreach programmes of  
hospitals and community health centres. Geriatric 
hospitals and nursing homes back up these 
programmes for those in need of  long-term care. 
While many nursing homes are free and others are 
subsidized by government, only a small percentage 
charge full fees.  In Malaysia, four health centres 
in different parts of  the country provide ambula-
tory care for older people. Services provided 
include home nursing, counselling and physical 
rehabilitation. Medical and health officers organize 
monthly clinics for older people.
Such models, relying on a combination of  home-
based and community-based services, are 
considered preferable to institutional care. They 
do not displace the older persons, instead helping 
them grow older with their social networks intact. 
Moreover, these models do not involve the high 
cost of  institutional care to the health sector. 
They are also more affordable to low-income 
groups and women, especially with the health 
sector unable to provide subsidized or free 
services.
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However, the disadvantage of  such models is the 
burden of  caregiving they impose on the house-
hold, which is borne disproportionately by 
women. Women are the main caregivers for their 
spouses, which means that the caregivers them-
selves might be old and suffering from health 
problems. When designing long-term care 
strategies, adequate support needs to be ensured 
for informal caregivers. In Sweden, informal 
caregivers receive a salary from the Government 
through the Paid Caregiver Programme. It takes 
into account how demanding the task is, and the 
number of  hours per day required for the care. 
The caregivers receive the same benefits they 
would in regular employment, such as social 
security and pensions.
While this situation might be out of  reach of  less-
developed countries, their governments neverthe-
less could budget for some compensatory 
payment to caregivers. Japan, Malaysia and 
Singapore provide financial incentives for 
providing care to older persons within the home. 
In Malaysia, tax relief  is provided to the household 
for medical expenses incurred by older persons.  
However, incentives to the household, rather than 
to the caregiver, are likely to be gender blind—i.e., 
while the women perform the caregiving tasks, the 
male heads of  households might receive and 
control the compensation.
Models of  integrated care
Japan offers a useful prototype for age-friendly 
integrated care of  older people. In 2001, Japan 
launched a programme of  integrated care for 
older people to service beneficiaries of  a social 
insurance scheme for long-term care of  older 
people. The care manager of  the insurance 
scheme puts beneficiaries on a specific care 
programme, which includes home-based social 
welfare services, nursing home stay, and medical 
care including domiciliary care. Users have been 
very satisfied with this integrated model of  care, 
because it offers one-stop services.
Elder abuse interventions
Despite several elder abuse interventions, 
especially in developed countries, few have been 
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evaluated for their effectiveness. Interventions 
include educating and building awareness among 
younger people, for example, through the 
introduction of  suitable content into the school 
curriculum, which has been attempted in Canada. 
The Society for the Study of  Elder Abuse (SSEA), 
a nongovernmental organization in Japan, set up 
the Japan Elder Abuse Prevention Centre in 1996. 
The centre has a helpline that offers information 
and counselling, including legal counselling, to 
anyone with a problem related to elder abuse, 
including health care and welfare professionals.  
In 1998, in Buenos Aires, Argentina, the 
Department for the Promotion of  Social Welfare 
and Old Age established Proteger, an organization 
dealing exclusively with elder abuse. Special 
training in gerontology, focusing on the preven-
tion of  violence, is provided to professionals and 
other workers participating in this programme. In 
Brazil, the Ministry of  Justice, Health and Welfare 
supports training health providers on elder 
abuse.  In 2000, the Government of  South Africa 
produced national guidelines on the prevention, 
early detection and identification, and interven-
tions for the prevention of  physical abuse of  older 
persons. This could be a useful resource for other 
countries aiming to launch interventions for 
preventing elder abuse.
Financing mechanisms 
In most countries, governments need to take 
responsibility for financing health care for older 
persons. This often takes the form of  tax-based 
health care financing, where services are free to 
the patient at the point of  delivery.
Health care coverage for older persons is a feature 
of  social insurance schemes in most developed 
countries. Germany's mandatory long-term care 
insurance law covers the whole population. 
Financed by contributions from employers, 
employees and pensioners, it offers benefits in 
cash or in services. In Sweden, universal coverage 
and pensions are provided to all citizens through 
its social insurance programme.
In the United States, state tax and federal income 
tax revenues finance the Medicare programme, 
which includes all older people, regardless of  their 
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income. Each person makes a co-payment and 
receives the same benefits. The Medicaid 
programme covers health care for the poor. Many 
states have encountered increasing difficulty 
sustaining Medicaid because of  tremendous 
increases in the costs of  health care.
In 1992, Thailand issued an “old people's card” to 
all its citizens 60 years old and above. This was 
replaced in 1998 by “health care cards”, which 
were provided to other target groups with the aim 
of  achieving universal coverage. Health care is 
provided for free to older people, while other 
groups might have to make a co-payment. Cards 
are issued through Government health facilities, 
which are funded through tax revenues on a 
capitation basis, depending on the number of  
persons they cover.
As tax-based financing of  health care has been 
difficult to sustain, many countries are seeking 
alternative means of  financing. The Republic of  
Korea, for example, has a National Health 
Insurance (NHI) programme, covering all 
ambulatory and inpatient care for older people, 
except spectacles, hearing aids, dentures and other 
prostheses. The NHI pays 50-70% of  fees for 
outpatient care and 80% of  fees for inpatient care, 
with patients paying the remainder. The NHI 
covers those who have been formally employed 
and those who have been self-employed. The 
employer and employee make equal contributions 
for those in formal employment, while the insured 
and the Government make equal contributions 
for the self-employed. In addition, the Medical 
Assistance (MA) programme covers all older 
persons living in poverty and receiving assistance 
from the Government's National Basic 
Livelihood Security Programme (NBLS). 
Recipients of  MA are also required to make a co-
payment for medical care from the cash assistance 
they receive through NBLS. When they are unable 
to pay, the state provides interest-free loans 
repayable over 1-3 years. Contributions from 
federal and local governments, as well as medical 
fees paid by recipients, finance the MA 
programme.
Japan introduced a public, mandatory programme 
of  Long-Term Care Insurance (LTCI) in 2000. 
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General taxes finance 50% of  the insurance, while 
premiums paid by the insured finance the other 
50%. The services covered by the LTCI scheme 
include:
! Home care: home help services, visiting 
nurse services, visiting bathing service and 
visiting rehabilitation service.
! Respite care: day care services, medical day 
care services and short-stay services.
! Institutional care: nursing home, health 
service facility for the aged (rehabilitation 
facility) and geriatric ward under the LTCI 
scheme.
The shift from tax-based financing to pre-payment 
schemes, which also include a co-payment when 
seeking care, is clearly a major concern for older 
persons from low-income groups and for those 
living in poverty. Older people with modest means 
risk being pushed into poverty by the high cost of  
health care for age-related health problems. The 
retention of  coverage for the poor at affordable or 
no premium is vital.
Experience with social insurance schemes also 
indicates the potential for gender bias, disadvan-
taging older women. Women generally live longer 
than men, but their resources decline and health 
problems increase with advancing age. Further, 
while married men receive home care from their 
spouses, women often have to purchase paid home 
care, because men have not been socialized to be 
effective caregivers. Where insurance schemes 
cover only hospital costs and not community-
based care, and do not cover costs of  prescription 
drugs, women might be more disadvantaged than 
men due to differences in their health care needs. 
One study of  Medicare in the United States found 
that three of  the four illnesses with the highest out-
of-pocket costs (e.g., arthritis) were more common 
in women, while four of  the five illnesses with the 
lowest out-of-pocket costs were more common in 
men.  Box 5 provides an example of  population-
based primary prevention of  ageing-related 
disease and injury to improve health and quality of  
life and reduce future health care costs. Proposals 
for health insurance schemes for older people, 
therefore, need to be examined for their impact on 
gender-based inequalities. Some questions to ask 
might include:
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! Does the scheme address the different 
health care needs of  older women and men?
! Does it take into account unequal access to 
financial resources by gender?
! Does it exclude coverage of  services, drugs 
or aids that women are more likely to need 
or use than men?
Monitoring and evaluation of poverty, equity 
and gender through health information systems
Despite the growing recognition of  continuing 
and often increasing health inequities in 
developing and developed countries, health 
information systems have been weak in yielding 
information needed to assess and address these 
shortcomings. The challenge is to determine the 
information needs for addressing health 
inequities, to shape health information systems to 
meet those needs, to promote sensitization to 
equity issues, and to develop the skills required to 
Box 5: Healthy Ageing in Washington 
State—the Need for Action
Healthy Ageing in Washington State—the Need for 
Action was developed by the Washington State 
Department of  Health primarily to raise awareness 
among policy-makers, employers, agencies and 
organizations about the ageing of  Washington's 
population, as well as the potential social, health and 
cost implications for the coming years. The 
document provides guidance for policy and 
environmental changes at the state, community and 
work-site levels to help people 45 years of  age and 
older adopt and maintain healthy behaviours to 
prevent or delay the onset of  age-related chronic 
conditions. Partners around the state have used the 
booklet to inform programme design and the 
development of  a state plan and training curriculum 
for care providers; to help educate the public and 
health care providers; and to increase awareness of  
ageing issues among agency senior staff, policy-
makers and elected officials. This call to action 
emphasizes the need for population-based primary 
prevention of  ageing-related diseases and injury to 
improve health and quality of  life, and to reduce 
health care costs in the coming decades. The booklet 
and healthy ageing messages for the public are 
available on line at http://www.doh.wa.gov/ 
cfh/OHP/HealthyAging/stepstohealthyaging. 
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use information for effective planning and policy-
making.
In addition to increasing the availability of  data 
sources, improvements need to be made in the 
equity-relevant information included in these 
sources. To assess health equity adequately, equity 
indicators must be constructed. This requires a 
health measure (or measure of  determinant of  
health) and an equity stratifier (such as a measure 
of  socioeconomic position, sex, age, ethnicity or 
race, and/or geographical location), as well as the 
ability to disaggregate information according to 
these stratifiers.
This can be achieved by ensuring that appropriate 
equity stratifiers and health measures are available 
in each data source, or by creating mechanisms to 
link records between data sources. For example, 
effective links can be created by including a unique 
identifier or geographical code in data sources. 
The Health Metrics Network has begun work on 
constructing equity indicators and creating 
mechanisms to link records between data 
sources.
Issues that determine older people's health go 
beyond the health sector. At a minimum, 
interventions are needed to support carrying out 
daily activities and to ensure income security for 
older persons.
Homecare services like those provided in Japan go 
a long way towards improving the quality of  life of  
older people. Such services are also found in Hong 
Kong (China), Malaysia and Republic of  Korea.
Hong Kong (China) has home-help services, such 
as meals-on-wheels, assistance with household 
chores, and escorts to local clinics for less able 
older people. It also has an array of  community-
based centres to meet the diverse needs of  older 
people. Social centres provide social and 
recreational services for older people who are able 
to lead an independent life. Multi-service centres 
provide several services under one roof: social 
centres, counselling, family-life education, 
volunteer matching and home-help. Volunteer 
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matching is an attempt to match older people in 
good health with frail persons, so that healthy 
volunteers can visit their more frail friends 
regularly.  In Malaysia, the Central Welfare 
Council (or Majlis Pusat Kabajikan Senanjung) 
runs home-help services that include home visits, 
hospital visits, occupational therapy, simple 
medical tests and counselling.  In the Republic of  
Korea, a lunch service is provided to older persons 
who cannot afford to pay for their meals or cannot 
eat lunch at home for other reasons.
The Republic of  Korea has a comprehensive 
approach to ensuring income security of  older 
persons. Persons living in poverty are covered by 
the NBLS, which provides five categories of  
benefits: livelihood, medical, housing, self-reliance 
and funeral services. The scheme is financed by 
central (80%) and local governments (20%). The 
Elder Respect Pension, also financed jointly by the 
central and local governments, has been set up for 
the poorest of  the poor. Further, older persons 
also can participate in employment promotion 
programmes. The Ministry of  Health and Welfare 
operates an elderly employment centre, which 
links employers and older job seekers, and also 
runs elderly workshops, where older people can 
work together and receive remuneration. The 
Ministry of  Labour passed the Old Workers 
Employment Promotion Law in 1992, which 
requires that companies that employ more than 
300 workers reserve 3% of  their jobs for older 
persons.
Two other examples of  successful non-
contributory pension schemes in less-developed 
countries come from South Africa and Brazil.  
South Africa's pension scheme for older persons 
consists of  payment of  a pension benefit of  640 
Rand per month ($75.60 at market rates in 
December 2002) to men over 65 years old and 
women over 60 years old. The programme is 
funded through general taxation. Studies have 
shown that this old age pension benefit 
contributes significantly to the reduction of  old 
age poverty.
Brazil has three non-contributory pension 
schemes for older people: the Providencia Rural, the 
social assistance pension Renda Mensual Vitalicia 
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(RMV) and the Beneficio de Prestacao Continuada 
(BPC). The Providencia Rural covers old persons 
living in rural areas. The age of  pension eligibility is 
60 years for men and 55 years for women. The 
scheme covers workers in subsistence activities in 
agriculture, fishing and mining, as well as those in 
informal employment. While only heads of  
households were initially eligible for the pension, 
reforms introduced in 1991 extended coverage to 
all workers. This move expanded coverage to 
female rural workers who were not heads of  
households, correcting the gender bias of  the 
earlier system. The value of  pension benefits was 
200 Reals per month as of  December 2002 ($55 at 
the market exchange rate). RMV, which covers 
older persons (70 years old and above) residing in 
urban areas, pays a flat rate of  half  the minimum 
wage. To be eligible for RMV, individuals must 
have paid at least 12 months of  contributions to 
social insurance. BPC is a newer social assistance 
programme introduced in 1993. It covers the very 
poor older women and men 67 years old and 
above, residing in rural or urban areas. To be 
eligible for BPC, a person's per capita income has 
to be below a quarter of  the minimum wage. 
Brazil's non-contributory pension schemes cost 
around 1% of  the country's gross domestic 
product.180
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Expected learning outcomes
Suggestions for teaching/learning 
sessions
hese notes are provided to support facilitators 
as they work with learners on integrating 
poverty and gender issues into specific health topics. 
Facilitators are recommended to refer to Section 5 
of  the foundational modules of  this Sourcebook, 
dealing respectively with poverty and gender, which 
contain additional notes on the target audience, role 
of  the facilitator and suggested methodologies for 
learning sessions and for evaluation.
Upon completion of  this module, participants will 
be able to:
! Demonstrate an understanding of  con-
cepts related to ageing, and of  ageing as a 
social and development issue. 
! Demonstrate an understanding of  the links 
between poverty, gender and ageing.
! Explain why it is important for health 
professionals to address poverty and 
gender issues in ageing, from efficiency, 
equity and human rights perspectives.
! Discuss how health professionals and the 
health care system can address poverty and 
gender issues related to ageing, including
8 major health problems and conditions 
affecting older women and men, and 
their determinants;
8 issues related to accessibility, 
affordability and quality of  health care 
services available to older women and 
men, especially those groups living in 
poverty in less-developed countries; and
8 how to make health services accessible 
and sensitive to the needs of  older 
people, with a special focus on low-
income and other socially marginalized 
groups, and how to address differential 
needs by gender within these groups. 
! Demonstrate familiarity with some tools, 
resources and references available to 
support health professionals in dealing with 
poverty and gender issues in ageing.
The following are some suggestions for activities 
to include as teaching/learning sessions. These 
5. Facilitator's notes
activities can be supplemented with input sessions 
based on the module and on additional references, 
as appropriate.
Session 1:  Exploring attitudes to ageing and 
awareness about health and ageing
Activity 1
Learners write their responses to the following 
questions individually. This is then followed by a 
discussion in the larger group. The facilitator 
distributes colour cards (3 colours for the three 
questions x 3 cards) for writing the responses. 
These then can be put up on a bulletin board and 
used to generate discussion.
1. What three words would you use to 
describe an older person?
2. Name three good things about growing 
old.
3. Name three bad things about growing old.
The facilitator probes whether the responses 
would have been different if  the questions were 
about an older man or an older woman rather than 
an older person.
For items 2 and 3, the facilitator asks learners to 
think about good things and bad things about 
growing old for people in low-income settings, for 
minority groups, immigrant communities, etc.
Activity 2
Learners are given a handout with the following 
statements. The facilitator then calls out each 
statement and students give their responses–either 
as true or false. The response to each statement is 
discussed briefly.
! All older people are pretty True/False
much the same.
! An older person with a True/False
hearing problem will know it.
! As people grow older, their True/False
cognitive abilities deteriorate.    
! Sometimes old people do True/False
not follow good advice 
because they are set in their 
ways.  
! Accidents often happen to True/False
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old people because they 
have poor eyesight.
! Old people are unlikely to True/False
be infected with HIV/AIDS. 
! The older you get, the less True/False
you sleep.
! Older women do not usually True/False
have any reproductive health
problems.
! Older people from poorer True/False
sections do not usually suffer
from cardiovascular disease.
! Depression is common in True/False
old age.
Session 2: Understanding ageing as a develop-
ment issue
Start with a brainstorming session around these 
questions:
1. What difference does it make if  the popula-
tion is young or old?
2. Why do policy-makers concern themselves 
with population structure?
Write the responses on the board.
Distribute population pyramids of  two countries, 
one with an ageing population and another with a 
young population. Spend a few minutes explaining 
how to read the population pyramid.
Divide learners into groups and have them discuss 
how these two countries are different. What 
impact does the age structure of  the population 
have on government policy and future planning in 
these two countries? How can these two very 
different societies prepare for their future in terms 
of:
! the labour force
! the education system
! the role of  the family and its members
! the health care system
! any other issue that the students think is 
relevant.
Bring the groups together again. Each group 
reports back on their discussion, and the facilitator 
summarises the main points, drawing on Section 1 
of  this module.
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Session 3: Poverty and gender dimensions of ageing
Refer to Session 1, where attitudes about ageing 
and differences in what was “good” ageing by 
gender and socioeconomic position were 
explored.
Prepare four profiles, of  an older man, an older 
woman, an older man living in poverty, and an 
older woman living in poverty, respectively. These 
should be relevant to your country context and 
describe typical, rather than atypical, people. The 
profile should describe the age, sex, educational 
level, past and present occupation, and living 
conditions. Ask for four learner volunteers, and 
distribute the profiles to them. Ask them to read 
the profile and put themselves in the shoes of  the 
person. Call upon each person to describe their 
major concerns relating to health, economic 
security, social relationships etc. Highlight the 
differences by gender and socioeconomic situa-
tion.
Conclude the session with input based on Section 
2 of  this module.
Session 4: Health concerns and issues related to 
gender and ageing
This session may be conducted over several days. 
The first part should be preceded by homework 
given to learners. Learners may be divided into 
groups, and each group assigned one of  the 
following topics:
1. Major preventable causes of  morbidity and 
mortality.
2. Mental health.
3. Chronic and disabling conditions.
The assignment is to carry out library and/or web 
research and write a short paper on the topic, with 
due attention to gender differences and socioeco-
nomic differences. Learners may be asked to note 
gaps in information by gender and/or socioeco-
nomic conditions.
The second part of  this session will be based on 
observations and interactions with patients within 
the hospital or health centre setting. Some possible 
activities include 
6. Tools, resources and references
1. Interviewing older patients to learn more 
about the social determinants of  their 
health problems and difficulties they 
encounter in seeking health care.
2. Observing provider or client interactions in 
outpatient clinics and inpatient settings, 
writing a report on what happened, and 
how the patient might have experienced the 
interaction.
3. Researching patterns of  care-seeking and 
compliance based on patient records, and 
following this up with case studies to 
understand underlying reasons.
4. Interviewing health providers about their 
experiences with treating older patients and 
problems encountered.
Each of  the preceding activities should integrate a 
specific focus on gender and poverty.
Session 5: Addressing poverty and gender in ageing
Possible activities include:
1. Reading the guidelines for age-friendly 
primary health centres, and developing a 
small intervention to make services age-
friendly within any one service offered by 
the teaching hospital or health facility.
2. Using the signs and medical assessment 
guidelines for elder abuse to find out 
whether patients experiencing elder abuse 
use the services and, if  so, how they can be 
helped.
3. Visiting projects or government depart-
ments/health facilities and asking partici-
pants to prepare a case report on the 
interventions, from a critical gender and 
poverty perspective.
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Box 3: Points to remember when examining 
an older person for possible abuse
Providers should be guided by the following tips in 
examining older patients for possible abuse.
! Interview the patient alone, asking directly about 
possible physical violence, restraints or neglect.
! Interview the suspected abuser alone.
! Pay close attention to the relationship 
between, and the behaviour of, the patient 
and his or her suspected abuser.
! Conduct a comprehensive geriatric 
assessment of  the patient, including medical, 
functional, cognitive and social factors.
! Document the patient's formal and informal 
social networks.
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Source: HelpAge International, 2002.
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Box 4: Creating age-friendly primary health centres
Attention to the following points can help ensure that primary health centers are age-friendly.
1. Information, education and training
! All health centre staff  should receive basic training in age-, gender- and culturally-sensitive practices 
that address knowledge, attitude and skills.
! All clinical staff  in the health centre should receive basic training in core competencies of  elder care.
! Health centres should provide age, gender and culturally appropriate education and information on 
health promotion, disease management and medications for older persons, as well as their informal 
caregivers, to promote empowerment for health.
! Health centre staff  should review regularly the use of  all medications, including complementary 
therapies, such as traditional medicines and practices.
2. Community-based health care management systems
! Health centres should make every effort to adapt their administrative procedures to the special needs 
of  older persons, including older persons from low-income settings and those with low educational 
levels or with cognitive impairments. (The procedures also should take into account gender 
differences.)
! Health centre systems should be cost-sensitive to facilitate access to needed care by low-income 
persons (and women).
! Health centres should adopt systems that support a continuum of  care within the community level, 
as well as between the community and secondary and tertiary care levels.
! Health centres should put into place mechanisms that facilitate and coordinate access to social and 
domiciliary care services.
! All record keeping systems in health centres should support continuity of  care by keeping records on 
community-based, secondary and tertiary care, as well as on the provision of  social services for their 
clients.
! All relevant stakeholders, including older persons, should be part of  participatory decision-making 
mechanisms regarding the organization of  the community-based care services.
! Information on the operation of  the health centre, such as opening hours, fee schedules, medication 
and investigation charges, and registration procedures, should be provided in an age- and gender-
appropriate manner.
3. Physical environment of  the health centre
! The common principles of  universal design should be applied to the physical environment of  the 
health facility, whenever practical, affordable and possible.
! Safe and affordable transport to the health centre should be available for all, including older persons, 
especially those from low-income groups and women, by using a variety of  community-based 
resources, including volunteers.
! Simple and easy-to-read signs should be posted throughout the health centre to facilitate orientation 
and personalize providers and services. (Help desks can be provided to help those who cannot read.)
! Key health staff  should be easy to identify using name badges and name boards.
! The health facility should be equipped with good lighting, non-slippery surfaces, stable furniture and 
clear walkways. (It should allow for wheelchair and walker access, have functioning toilets, and 
potable drinking water facilities.)
! The health centre facilities, including waiting areas, should be clean and comfortable throughout.
Source: Adapted from World Health Organization, 2004.
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Table 4: Medical assessment of  elder abuse
Area
Situations that 
might lead clinician 
to suspect elder 
abuse
History from elder
History from 
abuser
History from 
others
Behavioural 
observation
General 
appearance
Skin and mucous 
membranes
Head and neck
Trunk
Assessment
Comprehensive geriatric assessment. Direct 
inquiries about physical, emotional, and 
financial abuse, as well as neglect, ideally in 
collaboration with a multidisciplinary team. 
Functional status (independence with activities 
of  daily living). Who is designated carer if  
such activities are impaired? With whom is the 
suspected victim living? Is the suspected 
abuser the provider or recipient of  care?
Interview patient alone. Direct inquiries about 
physical violence, restraints or neglect. Precise 
details about nature, frequency and severity of  
events. Questions about theft or improper 
control of  money or property.
Abuser should also be interviewed alone (best 
left to professionals with appropriate 
experience). Avoid confrontation in 
information-gathering phase. Interview other 
sources if  possible. Recent psychosocial 
factors (bereavement, financial stresses). 
Carer's understanding of  patient's illness (care 
needs, prognosis, etc.). Carer's explanations for 
injuries or physical findings.
Use as many sources of  information as 
practically possible. These could include other 
health and home care providers, other family 
members, neighbours or other reliable primary 
sources.
Withdrawal. Infantilising of  patient by carer. 
Carer who insists on providing history.
Hygiene, cleanliness and appropriateness of  
dress.
Skin turgor, other signs of  dehydration. 
Multiple skin lesions in various stages of  
evolution. Bruises, decubitus ulcers; how 
established skin lesions have been cared for.
Traumatic alopecia (distinguishable from male 
pattern alopecia on basis of  distribution). 
Scalp haematomas, lacerations or abrasions.
Bruises, welts. Shape might suggest implement 
(e.g., iron or belt).
Comments and findings
Absence of  risk factors should not 
dissuade the clinician from considering 
the diagnosis. Clinicians should maintain 
an index of  suspicion for all clinical 
encounters.
Delays between injury or illness and 
seeking medical attention. Disparate theft 
histories from patient and abuser. 
Implausible or vague explanations 
provided by either party.
Repeated chronic disease exacerbations 
when carer has been monitoring. 
Different mechanisms of  injury offered. 
Different chronology of  patient injuries. 
Frequent visits to emergency department 
for chronic disease exacerbations, despite 
care plan and available resources.
Other individuals might provide 
information that corroborates or refutes 
accounts of  abuse. Could also provide 
insight into other forms of  abuse, such as 
financial abuse.
Functionally impaired patient who 
presents without designated caregiver, 
absence of  eye contact with interviewer.
Patient with advanced dementia presents 
for medical care alone. General condition 
of  clothing and hygiene, oral health.
Bruising most common in abuse; patterns 
(e.g., tramlines) might suggest stick or 
aother implement.
In a small forensic autopsy study of  elder 
babuse victims in Japan,  subdural 
haematoma was most common cause of  
death in victims of  physical abuse.
cCham and Seow  showed most common 
presentation of  abuse to an emergency 
department in Singapore was blunt 
musculoskeletal trauma.
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Could indicate sexual abuse.
Palms and soles usually not injured 
accidentally; bruising might suggest 
aabuse.
Fractures that are not explained by 
mechanisms of  injury.
dDyer and colleagues  noted extremely 
high rates of  depression and dementia in 
patients referred to a geriatric assessment 
centre for abuse.
Cognitive impairment suggests delirium 
or dementia and plays a part in assessing 
decision-making capacity, as well as 
assessing truth of  history.
Lacerations healing by secondary 
intention.
Laboratory findings inconsistent with 
history provided. Sub-therapeutic drug 
concentrations (e.g., digoxin), despite 
compliance reported by carer. Toxicology 
reveals psychotropic agents not 
prescribed.
Crucial in considering interventions that 
include alternative living arrangements 
and home services.
Rectal or vaginal bleeding. Decubitus ulcers, 
infestations.
Wrist or ankle lesions suggest restraint use or 
immersion burn (stocking/glove distribution).
Examination for occult fracture, pain. Observe 
gait.
Thorough examination to assess focality. 
Symptoms of  depression, anxiety.
Formal mental status testing (e.g., Mini-Mental 
State Examination). Psychiatric symptoms, 
including delusions and hallucinations.
As indicated from clinical assessment.
As indicated from clinical assessment. 
Albumin, blood urea nitrogen, and creatinine 
measurements. Toxicology. 
Other members of  social network available to 
assist the elderly person, financial resources. 
History also might suggest financial abuse.
Genitourinary
Extremities
Musculoskeletal
Neurological 
psychiatric
Mental status
Imaging
Laboratory
Social and 
financial resources
Table modified from Lachs and Pillemer, Abuse and neglect of  elderly persons, N Engl J Med, 1995, 333:437.
a Dyer C., Connoly M., and McFeeley P. The clinical and medical forensics of  elder abuse and neglect. In: Bonnie R. and Wallace R., eds., 
Elder abuse: abuse, neglect, and exploitation in an aging America, Washington DC, National Academy Press, 2002.
b Akaza K et al. Elder abuse and neglect: social problems revealed from 15 autopsy cases, Leg Med (Tokyo), 2003, 5:7-14.
c Cham G.W. and Seow E. The pattern of  elderly abuse presenting to an emergency department, Singapore Med, 2000, 41:567-570.
d Dyer C.B. et al. The high prevalence of  depression and dementia in elder abuse or neglect, J Am Geriatr Soc, 2002, 48:205-258.
Source: Lachs and Pillemer, 2004.
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Box 6: Active ageing policy framework: key policy proposals
Health
1.1 Prevent and reduce the burden of  excess disabilities, chronic disease and premature mortality.
! Goals and targets. Set gender-specific, measurable targets for improvements in health status among 
older people and in the reduction of  chronic diseases, disabilities and premature mortality as people 
age.
! Economic influences on health. Enact policies and programmes that address the economic factors that 
contribute to the onset of  disease and disabilities in later life (i.e., poverty, income inequities and 
social exclusion, low literacy levels, lack of  education). Prioritize improving the health status of  poor 
and marginalized population groups.
! Prevention and effective treatments. Provide screening services that are proven to be effective, available and 
affordable to women and men as they age. Make effective, cost-efficient treatments that reduce 
disabilities (such as cataract removal and hip replacements) more accessible to older people with low 
incomes.
! Age-friendly, safe environments. Create age-friendly health care centres and standards that help prevent the 
onset or worsening of  disabilities. Prevent injuries by protecting older pedestrians in traffic, making 
walking safe, implementing fall prevention programmes, eliminating hazards in the home and 
providing safety advice. Stringently enforce occupational safety standards that protect older workers 
from injury. Modify formal and informal work environments to enable people to continue working 
productively and safely as they age.
! Hearing and vision. Reduce avoidable hearing impairment through appropriate prevention measures and 
support access to hearing aids for older people who have hearing loss. Aim to reduce and eliminate 
184avoidable blindness by 2020.  Provide appropriate eye care services for people with age-related visual 
disabilities. Reduce inequities in access to corrective glasses for ageing women and men.
! Barrier-free living. Develop barrier-free housing options for ageing people with disabilities. Work to 
make public buildings and transportation accessible for all people with disabilities. Provide accessible 
toilets in public places and workplaces.
! Quality of  life. Enact policies and programmes that improve the quality of  life of  people with 
disabilities and chronic illnesses. Support their continuing independence and interdependence by 
assisting with changes in the environment, providing rehabilitation services and community support 
for families, and increasing affordable access to effective assistive devices (e.g., corrective eyeglasses, 
walkers).
! Social support. Reduce risks of  loneliness and social isolation by supporting community groups run by 
older people, traditional societies, self-help and mutual aid groups, peer and professional outreach 
programmes, neighbourhood visiting programmes, telephone support programmes, and family 
caregivers. Support intergenerational contact, and provide housing in communities that encourage 
daily social interaction and interdependence among young and old.
! HIV and AIDS. Remove the age limitation on data collection related to HIV/AIDS. Assess and 
address the impact of  HIV/AIDS on older people, including those who are infected and those who 
are caring for others who are infected and/or for AIDS orphans.
! Mental health. Promote positive mental health throughout life by providing information and 
challenging stereotypical beliefs about mental health problems and mental illness.
! Clean environments. Put policies and programmes in place that ensure equal access for all to clean water, 
safe food and clean air. Minimize exposure to pollution throughout life, particularly in childhood and 
old age.
1.2 Reduce risk factors associated with major diseases, and increase factors that protect health 
throughout life.
! Tobacco. Take comprehensive action at local, national and international levels to control the marketing 
and use of  tobacco products. Help older people to quit smoking.
! Physical activity. Develop culturally appropriate, population-based information and guidelines on 
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physical activity for older men and women. Provide accessible, pleasant and affordable opportunities 
to be active (e.g., safe walking areas and parks). Support peer leaders and groups that promote 
regular, moderate physical activity for people as they age. Inform and educate people and 
professionals about the importance of  staying active as one grows older.
! Nutrition. Ensure adequate nutrition throughout life, particularly in childhood and among women in 
the reproductive years. Ensure that national nutrition policies and action plans recognize older 
persons as a potentially vulnerable group. Include special measures to prevent malnutrition and 
ensure food security and safety as people age.
! Healthy eating. Develop culturally appropriate, population-based guidelines for healthy eating for men 
and women as they age. Support improved diets and healthy weights in older age through the 
provision of  information (including information specific to the nutrition needs of  older people), 
education about nutrition at all ages, and food policies that enable women, men and families to make 
healthy food choices.
! Oral health. Promote oral health among older people, and encourage women and men to retain their 
natural teeth for as long as possible. Set culturally appropriate policy goals for oral health, and 
provide appropriate oral health promotion programmes and treatment services throughout life.
! Psychological factors. Encourage and enable people to build self-efficacy, cognitive skills (such as 
problem solving), pro-social behaviour and effective coping skills throughout life. Recognize and 
capitalize on the experience and strengths of  older people, while helping them improve their 
psychological well-being.
! Alcohol and drugs. Determine the extent of  the use of  alcohol and drugs by people as they age, and 
put practices and policies in place to reduce misuse and abuse.
! Medications. Increase affordable access to essential safe medications among older people who need 
them but cannot afford them. Put practices and policies in place to reduce inappropriate prescribing 
by health professionals and other health advisors. Inform and educate people about the wise use of  
medications.
! Adherence. Undertake comprehensive measures to understand better and correct poor adherence to 
therapies that severely compromise treatment effectiveness, particularly in relation to long-term 
therapies.
1.3. Develop a continuum of  affordable, accessible, high-quality and age-friendly health and 
social services that address the needs and rights of  women and men as they age.
! A continuum of  care throughout life. Taking into consideration their opinions and preferences, provide a 
continuum of  care for women and men as they grow older. Re-orient current systems that are 
organized around acute care to provide a seamless continuum of  care that includes health 
promotion, disease prevention, appropriate treatment of  chronic diseases, equitable provision of  
community support, and dignified long-term and palliative care through all the stages of  life.
! Affordable, equitable access. Ensure affordable equitable access to quality primary health care (acute and 
chronic), as well as long-term care services for all.
! Informal caregivers. Recognize and address gender differences in the burden of  caregiving. Make a 
special effort to support caregivers, most of  whom are older women who care for partners, children, 
grandchildren and others who are sick or disabled. Support informal caregivers through initiatives 
such as respite care, pension credits, financial subsidies, training and home care nursing services. 
Recognize that older caregivers might become socially isolated, financially disadvantaged and sick 
themselves, and attend to their needs.
! Formal caregivers. Provide paid caregivers with adequate working conditions and remuneration, with 
special attention to those who are unskilled and have low social and professional status (most of  
whom are women).
! Mental health services. Provide comprehensive mental health services for men and women as they age, 
including mental health promotion, treatment services for mental illness, and rehabilitation and re-
integration into the community, as required. Pay special attention to increased depression and suicidal 
tendencies due to loss and social isolation. Provide quality care for older people with dementia and 
Box 6 (continued)
Continued on next page
Integrating Poverty and Gender into Health Programmes: A Sourcebook for Health Professionals52
other neurological and cognitive problems in their homes and in residential facilities when 
appropriate. Pay special attention to ageing people with long-term intellectual disabilities.
! Coordinated ethical systems of  care. Eliminate age discrimination in health and social service systems. 
Improve the coordination of  health and social services, and integrate these systems when feasible. Set 
and maintain appropriate standards of  care for ageing persons through regulatory mechanisms, 
guidelines, education, consultation and collaboration.
! Iatrogenesis. Prevent iatrogenesis (disease and disability that is induced by the process of  diagnosis or 
treatment). Establish adequate systems for preventing adverse drug reactions with a special focus on 
old age. Raise awareness of  the relative risks and benefits of  modern therapies among health 
professionals and the public at large.
! Ageing at home and in the community. Provide policies, programmes and services that enable people to 
remain in their homes as they grow older, with or without other family members, according to their 
circumstances and preferences. Support families that include older people who need care in their 
households. Provide help with meals and home maintenance, and at-home nursing support when it is 
required.
! Partnerships and quality care. Provide a comprehensive approach to long-term care (by informal and 
formal caregivers) that stimulates collaboration between the public and private sectors and involves 
all levels of  government, civil society and the not-for-profit sector. Ensure high quality standards and 
stimulating environments in residential care facilities for men and women who require this care as 
they grow older.
1.4 Provide training and education to caregivers.
! Informal caregivers. Provide family members, peer counsellors and other informal caregivers with 
information and training on how to care for people as they grow older. Support older healers who are 
knowledgeable about traditional and complementary medicines, while also assessing their training 
needs.
! Formal caregivers. Educate health and social service workers in enabling models of  primary health care 
and long-term care that recognize the strengths and contributions of  older people. Incorporate 
modules on active ageing in medical and health curricula at all levels. Provide specialist education in 
gerontology and geriatrics for medical, health and social service professionals. Inform all health and 
social service professionals about the process of  ageing and ways to optimize active ageing among 
individuals, communities and population groups. Provide incentives and training for health and social 
service professionals to support self-care and counsel healthy lifestyle practices among men and 
women as they age. Increase the awareness and sensitivity of  all health professionals and community 
workers of  the importance of  social networks for well-being in old age. Train health promotion 
workers to identify older people who are at risk for loneliness and social isolation.
2. Participation
2.1 Provide education and learning opportunities throughout life.
! Basic education and health literacy. Make basic education available to all throughout life. Aim to achieve 
literacy for all. Promote health literacy by providing health education throughout life. Teach people 
how to care for themselves and each other as they get older. Educate and empower older people on 
how to effectively select and use health and community services.
! Lifelong learning. Enable the full participation of  older people by providing policies and programmes in 
education and training that support lifelong learning for women and men as they age. Provide older 
people with opportunities to develop new skills, particularly in areas such as information technologies 
and new agricultural techniques.
2.2 Recognize and enable the active participation of  people in economic development activities, 
formal and informal work and voluntary activities as they age, according to their individual needs, 
preferences and capacities.
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! Poverty reduction and income generation. Include older people in planning, implementing and evaluating 
social development initiatives and efforts to reduce poverty. Ensure that older people have the same 
access as younger people to development grants, income-generation projects and credit.
! Formal work. Enact labour market and employment policies and programmes that enable the 
participation of  people in meaningful work as they grow older, according to their individual needs, 
preferences and capacities (e.g., the elimination of  age discrimination in the hiring and retention of  
older workers). Support pension reforms that encourage productivity, a diverse system of  pension 
schemes and more flexible retirement options (e.g., gradual or partial retirement).
! Informal work. Enact policies and programmes that recognize and support the contribution that older 
women and men make in unpaid work in the informal sector and in caregiving in the home.
! Voluntary activities. Recognize the value of  volunteering. Expand opportunities to participate in 
meaningful volunteer activities as people age, especially those who want to volunteer but cannot 
because of  health, income or transportation restrictions.
2.3 Encourage people to participate fully in family community life as they grow older.
! Transportation. Provide accessible, affordable public transportation services in rural and urban areas to 
enable older people (especially those with compromised mobility) to participate fully in family and 
community life.
! Leadership. Involve older people in political processes that affect their rights. Include older women 
and men in planning, implementing and evaluating locally based health and social service and 
recreation programmes. Include older people in prevention and education efforts to reduce the 
spread of  HIV/AIDS. Involve older people as advisors and investigators in efforts to develop 
research agendas on active ageing.
! A society for all ages. Provide greater flexibility in periods devoted to education, work and caregiving 
responsibilities throughout life. Develop a range of  housing options for older people that eliminate 
barriers to independence and interdependence with family members, and encourage full participation 
in community and family life. Provide intergenerational activities in schools and communities. 
Encourage older people to become role models for active ageing and to mentor young people. 
Recognize and support the important role and responsibilities of  grandparents. Foster collaboration 
among nongovernmental organizations that work with children, youth and older people.
! A positive image of  ageing. Work with groups representing older people and the media to provide 
realistic and positive images of  active ageing, as well as educational information on active ageing. 
Confront negative stereotypes and ageism.
! Reduce inequities in participation by women. Recognize and support the important contribution that older 
women make to families and communities through caregiving and participation in the informal 
economy. Enable the full participation of  women in political life and decision-making positions as 
they age. Provide education and lifelong learning opportunities to women as they age, in the same 
way that they are provided to men.
! Support organizations representing older people. Provide in-kind and financial support and training for 
members of  these organizations so that they can advocate, promote and enhance the health, security 
and full participation of  older women and men in all aspects of  community life.
3. Security
3.1 Ensure the protection, safety and dignity of  older people by addressing the social, financial 
and physical security rights and needs of  people as they age.
! Social security. Support the provision of  a social safety net for older people who are poor and alone, as 
well as social security initiatives that provide a steady and adequate stream of  income during old age. 
Encourage young adults to prepare for old age in their health, social and financial practices.
! HIV and AIDS. Support the social, economic and psychological well-being of  older people who care 
for people with HIV/AIDS and take on surrogate parenting roles for orphans of  AIDS. Provide in-
kind support, affordable health care and loans to older people to help them meet the needs of  
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children and grandchildren affected by HIV/AIDS.
! Consumer protection. Protect consumers from unsafe medications and treatments, and unscrupulous 
marketing practices, particularly in older age.
! Social justice. Ensure that decisions being made concerning care in older age are based on the rights of  
older people and guided by the United Nations' Principles for Older Persons. Uphold older persons' 
rights to maintain independence and autonomy for as long as possible.
! Shelter. Explicitly recognize older people's right to and need for secure, appropriate shelter, especially 
in times of  conflict and crisis. Provide housing assistance for older people and their families when 
required (paying special attention to the circumstances of  those who live alone) through rent 
subsidies, cooperative housing initiatives, support for housing renovations, etc.
! Crises. Uphold the rights of  older people during conflict. Specifically, recognize and act on the need 
to protect older people in emergency situations (e.g., by providing transportation to relief  centres to 
those who cannot walk there). Recognize the contribution that older people can make to recovery 
efforts in the aftermath of  an emergency, and include them in recovery initiatives.
! Elder abuse. Recognize elder abuse (physical, sexual, psychological, financial and neglect), and 
encourage the prosecution of  offenders. Train law enforcement officers, health and social service 
providers, spiritual leaders, advocacy organizations and groups of  older people to recognize and 
address elder abuse. Increase awareness of  the injustice of  elder abuse through public information 
and awareness campaigns. Involve the media and young people, as well as older people in these 
efforts.
3.2 Reduce inequities in the security rights and needs of  older women.
! Enact legislation and enforce laws that protect widows from the theft of  property and possessions 
and from harmful practices, such as health-threatening burial rituals and charges of  witchcraft.
! Enact legislation and enforce laws that protect women from domestic and other forms of  violence as 
they age.
! Provide social security (income support) for older women who have no pensions or meagre 
retirement incomes, because they have worked all or most of  their lives in the home or informal 
sector.
Source: World Health Organization, 2002c. 
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Table 5: National policies on ageing around the world: examples from Asia and the Pacific
Country 
Bangladesh
Cambodia
Fiji
India
Indonesia
Lao People's 
Democratic 
Republic
Malaysia
Maldives
Mongolia
Nepal
Yes/No/
Pending
P
P
N
Y
Y
N
Y
N
Y
N
Main features
A new draft national policy, prepared by the re-organised National Committee on 
Ageing, was submitted to the Government for approval in 2001. The previous 
policy introduced an old age allowance, providing financial assistance to 400,000 
of  the poorest people over 57 years old.
A plan for a national policy being developed with HelpAge International aims to 
ensure opportunities for older people to contribute to and share benefits of  the 
nation's development. It covers social and economic policy, health, participation 
and research. An inter-ministerial committee (established 1998) coordinates the 
development of  national policy and action plan for social welfare of  older 
persons.
The Fiji Council of  Social Services has drafted a set of  recommendations, titled 
The Status of  Older People in Fiji (2001), on productive, healthy and secure 
ageing.
The National Policy on Older Persons (1999) aims to strengthen the legitimate 
place of  older people in society and to help older people live the last phase of  
their lives with purpose and dignity, and in peace. The Government will support 
older persons, provide protection against abuse and exploitation, seek their 
participation, and provide care services to improve the quality of  their lives.
The National Plan of  Action for Elderly Welfare (2000) covers strengthening older 
people's institutions and coordination between related institutions; neglected older 
persons at risk; family and community support; health services for older persons; 
improving economic, mental and religious life of  older persons; and special 
facilities for older persons. The Welfare of  Older Persons Act (1998) declares that 
older persons have the same rights and obligations as other members of  the 
community and the nation.
The Elderly Assistance Division of  the Ministry of  Labour and Social Welfare is 
committed to gathering data to identify issues and formulate strategy. The 
Government is committed to policies that ensure the elderly can take part fully in 
socioeconomic life, strengthen the family system, educate and mobilize public 
support.
The National Policy for the Elderly (1996) aims to create an enabling environment 
to enhance the respect and self-worth of  older people in their family, society and 
nation; improve potential to continue to be active and productive in national 
development; assist independent living; encourage creation and availability of  
specific facilities for their care and protection.
Although a national policy on ageing is not needed, ageing issues are integrated 
with other social sector development plans. The Government's intention is to 
identify the country's needs by 2003; establish an effective coordinating body; 
conduct a survey on ageing, and use census data to create a database by 2004; and 
integrate ageing issues into planning by 2005.
The Law on Elder Persons and Assistance and Service for the Elderly (1996) 
defines the obligations of  organisations, business entities and officials on the 
social protection of  older people, and determines the scope of  assistance and 
services to them.
The Senior Citizens Act covers respect, livelihoods management, special provision 
in public services, criminal responsibility, senior citizens' welfare committee, 
standards for old age homes, funeral rituals and property protection.
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The National Policy for the Elderly (1999) aims to promote the social and 
economic security of  senior citizens, while enabling them to contribute to national 
development. A new benefits package launched in 2001 for people over 70 years 
old includes concessions on air fares and hotels; free entry to recreational centres; 
and prioritized electricity, gas and telephone connections.
National Plan for Action on Ageing (1994) has three core aims: to address the 
impact of  ageing on the PRC's socioeconomic development, to alleviate the 
pressures on the family caused by the increase in numbers of  older people, and to 
adopt a holistic approach to improving health care for older people and their 
carers.
A national policy is in draft form. Bills are pending in the Philippines' Congress 
and Senate. The Senior Citizens Act (1996) gave older people 20% discounts on 
medicine, transport, entertainment and restaurants.
The Mid- and Long-Term Plan of  Health and Social Welfare for the Elderly 
(1999) proposes four areas of  development until 2003: building an infrastructure 
for economic independence, securing a healthy life, promoting an active life, and 
promoting social welfare.
A number of  laws relate to the well-being of  older citizens, although a national 
policy does not exist. An inter-ministerial Committee on Ageing was formed in 
1998 to identify the challenges posed by Singapore's rapidly ageing population, 
develop policy directions and lead a coordinated national response. It comprises 
representatives from ministries, statutory boards and nongovernment agencies.
The National Policy and Action Plan on the Welfare of  Elders (1992) is being 
implemented. It aims to enable all older Sri Lankans to lead socially, economically, 
physically, mentally and spiritually useful lives; and to plan the welfare of  older 
persons in accordance with traditional custom, strengthen the family unit and 
make society aware of  ageing issues.
The Declaration on Thailand's Older Persons (1999) confirms the commitment 
and obligation to better the quality of  life, and to promote and protect the rights 
of  older persons. The Second National Plan for Older Persons (2002-2021) covers 
security in old age related to income and employment, health, education, housing 
and environment, rights and safety, and information and knowledge. It includes 
strategies for implementation, research and recommendations for monitoring and 
evaluation, and aims to make older persons self-reliant and enable the family to 
provide care and support.
Although a national policy does not exist, the Strategy for Socioeconomic 
Stabilisation and Development (1991) included provisions for the integration of  
older people into the community and family, amendments to the pension system, 
and the establishment of  a network of  care and social centres.
Y
Y
P
Y
N
Y
Y
N
Pakistan
People's 
Republic of  
China (PRC)
Philippines
Republic of  
Korea
Singapore
Sri Lanka
Thailand
Viet Nam
Table 5 (continued)
Main features
Yes/No/
PendingCountry 
Source: Adapted from HelpAge International, 2002.
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Box 7: United Nations Principles for Older Persons
The General Assembly:
Appreciating the contribution that older persons make to their societies, 
Recognizing that, in the Charter of  the United Nations, the peoples of  the United Nations declare, inter 
alia, their determination to reaffirm faith in fundamental human rights, in the dignity and worth of  the 
human person, in the equal rights of  men and women and of  nations large and small and to promote social 
progress and better standards of  life in larger freedom, 
Noting the elaboration of  those rights in the Universal Declaration of  Human Rights, the International 
Covenant on Economic, Social and Cultural Rights and the International Covenant on Civil and Political 
Rights and other declarations to ensure the application of  universal standards to particular groups,
In pursuance of  the International Plan of  Action on Ageing, adopted by the World Assembly on Ageing 
and endorsed by the General Assembly in its resolution 37/51 of  3 December 1982, 
Appreciating the tremendous diversity in the situation of  older persons, not only between countries but 
within countries and between individuals, which requires a variety of  policy responses, 
Aware that in all countries, individuals are reaching an advanced age in greater numbers and in better health 
than ever before, 
Aware of  the scientific research disproving many stereotypes about inevitable and irreversible declines with 
age, 
Convinced that in a world characterized by an increasing number and proportion of  older persons, 
opportunities must be provided for willing and capable older persons to participate in and contribute to the 
ongoing activities of  society, 
Mindful that the strains on family life in both developed and developing countries require support for 
those providing care to frail older persons, 
Bearing in mind the standards already set by the International Plan of  Action on Ageing and the 
conventions, recommendations and resolutions of  the International Labour Organization, the World 
Health Organization and other United Nations entities, 
Encourages Governments to incorporate the following principles into their national programmes whenever 
possible:
Independence
1. Older persons should have access to adequate food, water, shelter, clothing and health care through 
the provision of  income, family and community support and self-help. 
2. Older persons should have the opportunity to work or to have access to other income-generating 
opportunities. 
3. Older persons should be able to participate in determining when and at what pace withdrawal from 
the labour force takes place. 
4. Older persons should have access to appropriate educational and training programmes. 
5. Older persons should be able to live in environments that are safe and adaptable to personal 
preferences and changing capacities.
6. Older persons should be able to reside at home for as long as possible.
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Participation
7. Older persons should remain integrated in society, participate actively in the formulation and 
implementation of  policies that directly affect their well-being and share their knowledge and skills 
with younger generations. 
8. Older persons should be able to seek and develop opportunities for service to the community and 
to serve as volunteers in positions appropriate to their interests and capabilities. 
9. Older persons should be able to form movements or associations of  older persons.
Care
10. Older persons should benefit from family and community care and protection in accordance with 
each society's system of  cultural values. 
11. Older persons should have access to health care to help them to maintain or regain the optimum 
level of  physical, mental and emotional well- being and to prevent or delay the onset of  illness. 
12. Older persons should have access to social and legal services to enhance their autonomy, protection 
and care. 
13. Older persons should be able to utilize appropriate levels of  institutional care providing protection, 
rehabilitation and social and mental stimulation in a humane and secure environment. 
14. Older persons should be able to enjoy human rights and fundamental freedoms when residing in 
any shelter, care or treatment facility, including full respect for their dignity, beliefs, needs and 
privacy and for the right to make decisions about their care and the quality of  their lives.
Self-fulfillment
15. Older persons should be able to pursue opportunities for the full development of  their potential. 
16. Older persons should have access to the educational, cultural, spiritual and recreational resources of  
society.
Dignity
17. Older persons should be able to live in dignity and security and be free of  exploitation and physical 
or mental abuse. 
18. Older persons should be treated fairly regardless of  age, gender, racial or ethnic background, 
disability or other status, and be valued independently of  their economic contribution.
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